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NOW even 
cardiac patients 


may have FULL 


BENEFITS 
CORTICOSTEROID 
THERAPY 


DECADRON—the new and most potent of all corticosteroids, eliminated fluid 
retention in all but 0.3 percent of 1500 patientst, and induced beneficial diuresis 


in nearly all cases of pre-existing edema. 


DEXAMETHASONE 


treats more patients 
more effectively 


Therapy with DECADRON has also been 
distinguished by virtual absence of dia- 
betogenic effects and hypertension, by 
fewer and milder Cushingoid reactions, 
and by freedom from any new or ‘“‘pecul- 
iar’’ side effects. Moreover, DECADRON 
has helped restore a ‘‘natural’’ sense of 
well-being. 


tAnalysis of clinical reports. 


*DECADRON is a trademark of Merck & Co., Inc. ©1958 Merck 
& Co., Inc. 
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DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 

The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 

of long pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 


Pines. This section is unexcelled for its healthful climate. 
Ample facilities are afforded for recreational and occupational therapy, particularly out- 


of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his problems and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the di Two resi t 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


Welch Allyn distally illuminated proctoscopes 
and sigmoidoscopes are designed to meet every 
requirement for thorough rectal examination 
and treatment. Abundant illumination is pro- 
vided directly at the area under observation and 
an unobstructed view for diagnosis is assured 
through the use of a small, powerful Welch 
Allyn “Bright Light” lamp. The outer tube is 
calibrated in centimeters and the inner tube is 
optically designed to reduce the annoying glare 
usually found in this type instrument. The 
obturator tip is tapered and curved in an an- 
atomically correct manner to facilitate the 
passage of the instrument through the sphincter 
muscle and by the prostate gland region. Ideally 
designed for use with No. 343 biopsy punch. 


No. 314. No. 300 proctoscope and No. 308 sigmoidoscope with inflating bulb and No. 725 cord, 
in case as illustrated . 
No. 343 BIOPSY PUNCH not illustrated 


$56.00 


WINCHESTER 
““CAROLINAS’ HOUSE OF SERVICE” 


WINCHESTER SURGICAL SUPPLY CO. WINCHESTER-RITCH SURGICAL CO. 
119 East 7th Street Charlotte, N, C. 421 West Smith St. Greensboro, N. C. 
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NEW UNEXCELLED TASTE 


*Raldrate 


SYRUP OF CHLORAL HYDRATE 


NEW RALDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 


JONES and VAUGHAN, INC. richmonp 26, va. 
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The first synthetic penicillin 
available 


for general clinical use 


FOR YOUR NEX 


BLOOD LEVELS 
TWICE AS HIGH 
AS WITH 
POTASSIUM 
PENICILLIN V 


T PATIENT WHERE PENICILLIN IS INDICATED, 


ORAL ROUTE 
PROVIDES HIGHER 
BLOOD LEVELS THAN 
INTRAMUSCULAR 
PENICILLIN G 


IMPROVED 
ANTIBIOTIC 

ACTION FROM 
ISOMERIC 
COMPLEMENTARITY 
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¢ CONSIDER THESE 6 IMPORTANT THERAPEUTIC BENEFITS OF 


POTASSIUM PENICILLIN-152 


ANTIBIOTIC REDUCED MANY STAPH 
ACTIVITY RATE OF STRAINS MORE 
DIRECTLY INACTIVATION SENSITIVE TO 
PROPORTIONAL BY STAPH SYNCILLIN 


TO ORAL DOSE PENICILLINASE IN VITRO 
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FOR HIGHLY EFFECTIVE THERAPY 
OF THE LARGE VARIETY OF INFECTIONS 
CAUSED BY SUSCEPTIBLE PATHOGENS...NEW 


Significance of 
complementary 
action of isomers 


in SYNCILLIN 


Significance of 
higher blood 
levels with 
SYNCILLIN 


Efficacy of 
SYNCILLIN 
against staphylococci 
and other 

resistant organisms 


| 
major therapeutic advantages accompany molecular asymmetry 


The antibiotic effect of the clinically available mix- 
ture, SYNCILLIN, is greater than that of either of its 
two component isomers alone against many im- 
portant pathogens, including some penicillin- 
resistant staphylococci. This phenomenon has been 
described as /someric Complementarity. 


Higher blood levels may be of value with organ- 
isms of only moderate penicillin sensitivity where 
doubling the blood concentration may be essential 
for effective bactericidal action. In addition, these 
higher levels may be necessary where there is 
infection in areas with a poor blood supply.® 
Under these circumstances a higher blood concen- 
tration may provide the increased diffusion pres- 
sure required to deliver adequate amounts to the 
tissue. Also, antibiotic activity of SYNCILLIN is 
directly proportional to oral dosage. Increasing 
the dosage may, therefore, enhance the drug’s 
effectiveness in certain cases. 


Studies have shown that SYNCILLIN is effective in 
vitro against 60 to 75% of hospital “staph” 
strains, while penicillin G and penicillin V are now 
effective against only 30 to 50%.':* Therefore, if 
clinical judgment indicates the use of penicillin, 
SYNCILLIN would be expected to be the most effec- 
tive. However, since some strains are still resistant 
to SYNCILLIN as well as to the other penicillins, 
cultures and sensitivity tests should be performed 
where indicated by clinical judgment. 


There have recently been reports of decreased 
efficacy of penicillin in streptococcal*® and gono- 
coccal*:* infections. The emergence of penicillin- 
resistant gonococci appears to be associated with 
an increase in the incidence of gonorrhea all 
over the world. When a less sensitive strain is 
encountered the higher blood levels produced by 
SYNCILLIN may be most helpful. 
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Relation of 
intermittent 
high blood levels 
of SYNCILLIN 
to antibacterial 


efficacy 


Reduced rate of 
inactivation 

of SYNCILLIN 
by staph 
penicillinase 


BRISTOL 


SYNCILLIN, like all clinically available penicillins, 
is bactericidal. Periodic high blood concentrations 
are sufficient to permit complete eradication of 
sensitive pathogens. Continuous high blood levels 
are not required with SYNCILLIN. According to 
Eagle,’ “Soon after penicillin attains effective 
concentrations, the bacteria cease multiplying; 
and the bacteriostatic effect persists for a number 
of hours after penicillin has fallen to concentra- 
tions that are wholly ineffective.... The therapeutic 
significance of this postpenicillin recovery period 
is enhanced by the fact that the recovering bac- 
teria, damaged but not killed by the previous 
exposure to penicillin, are abnormally susceptible 
to the host defenses. In consequence, the bacteri- 
cidal process in vivo continues for many hours 
after the drug itself has fallen to ineffective 


” 
concentrations. 


Bacterial resistance to penicillin has been attrib- 
uted to the action of penicillin-inactivating enzymes 
produced by the invading organisms. SYNCILLIN 
is less affected by staphylococcal penicillinase 
than either of its component isomers. Further, 
SYNCILLIN is shown to be less inactivated by this 
enzyme than penicillin V and penicillin G. 
Penicillinase from B. cereus likewise inactivates 
SYNCILLIN less rapidly than penicillin V and G. 
But this would not impede the therapeutic use 
of this penicillinase in allergic reactions. This is 
because the massive dosage with which this 
enzyme is administered would effectively destroy 
SYNCILLIN in the body. 


References: 1. Wright, W. W.: Microbiology Report to Bristol Labo- 
ratories Inc. 2. Kligman, A.; Morigi, E. M. E.; Wheatley, W. B., and 
Albright, H.: Paper presented at the Seventh Antibiotic Symposium, 
November 4-6, Washington, D.C. 3. Editorial: New England J. Med. 
261 :305 (Aug. 6) 1959. 4. King, A.: Lancet 1:651 (March 29) 1958. 
5. Epstein, E.: J.A.M.A. 169:1055 (March 7) 1959. 6. Kass, E. H.: 
Am. J. Med. 18:764 (May) 1955. 7. Eagle, H.: J. Bact. 58:475, 1949. 


Indications : SY NCILLIN is 
recommended in the treatment of 


infections caused by pneumococci, 
streptococci, cory nebac teria, 
and penicillin-sensitive staphylococci. 
In addition, SYNCILLIN is effective 
against certain strains of staphylococci 
resistant to other penicillins 
SYNCILLIN, like other oral penicillins, 
is not recommended at the present 
time in deep-seated or chronic 
infections, subacute bacterial 
endocarditis, meningitis, or syphilis. 


Dosage: 125 mg. or 250 mg. three 
times daily, depending on the severity 
of infection. Larger doses (e.g., 500 
mg. t.i.d.) may be used for more 
severe infections, SYNCILLIN may be 
administered without regard to meals. 
Beta hemolytic streptococcal 
infections should be treated with 
SYNCILLIN for at least ten days. 


Precautions: At the present time it 
is not possible to draw definite 
conclusions regarding the incidence of 
allergenicity to SYNCILLIN or its 
cross-allergenicity with natural 
penicillins. Therefore, the usual 
precautions for oral penicillin therapy 
should always be observed. Patients 
with histories of asthma, hay, fever, 
urticaria, or previous reactions to 
penicillin should be watched with 
special care. Administration of oral 
penicillin, in rare instances, may 
provoke acute anaphylaxis, 
particularly in penicillin-sensitive 
individuals. 

Diarrhea has been reported 
occasionally following heavy dosage. 
If this occurs, lengthen the interval 
between dosages. 

If superinfection occurs during 
therapy, appropriate measures should 
be taken. Since some strains of staphy- 
lococci are resistant to SYNCILLIN 

as well as to other penicillins, cultures 
and sensitivity tests should be 
performed where indicated by clinical 
judgment. As is true with all 
antibiotics, clinical response does not 
always correlate with laboratory 
bacterial sensitivity reports. 

Supply : 125 and 250 mg. tablets, 
bottles of 25 and 100. 125 mg. powder 
for oral solution, 60 ml. vials. 


BRISTOL LABORATORIES, Division of Bristol-Myers Company, SYRACUSE, NEW YORK 
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Phone 3955 


MEDICAL-DENTAL CREDIT BUREAU 
A division of Carolina Business Services 
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Phone ROger 3-5191 


IS the EMBLEM of sound experience in SERVICE 


1S the MARK of © complete 


Here Are the BUREAUS in Your Area Capable and Ready to Serve You 


S th SYMBOL OF ASSURANCE OF ETHICAL 
public relations minded handling of your accounts 
receivable and collection problems. 


to the professional offices. 


PROFESSIONAL 
accounts receivable service. 
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the mood brightener 


makes the 
cancer patient 
more comfortable 


lessens the need for nar- 
cotics in the depressed cancer 
patient and appears to potentiate 
pain-relieving agents. As pain is 
reduced and mental outlook 
improves, apprehension and 
depression are replaced by a 
brighter and more alert attitude, 
and appetite returns. The family, 
too, is cheered by the improve- 
ment in the patient’s condition. 
With NIAMID therapy, patient 
care becomes noticeably less 
demanding. 


Supply: NIAMID (brand of nialamide) 
is available as 25 mg. (pink) and 100 
mg. (orange) scored tablets. 


Complete references and a Professional 
Information Booklet giving detailed in- 
formation on NIAMID are available on 
request from the Medical Department, 
Pfizer Laboratories, Division, Chas. 
Pfizer & Co., Inc., Brooklyn 6, New York 
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the mood brightener 
in cancer 


Science for the world’s well-being™ 


ig 


for 
the 


tense 
and 
patient 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


i) WALLACE LABORATORIES / New Brunswick, N. J. 
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New...conservative treatment 


for muscle and joint disease 


® potent...fast relief in acute conditions 


m safe...even for prolonged use in chronic cases 


low back 
pain 


bursitis 


strains 
and sprains 


traumatic 
conditions 


arthritis 


myalgias 


| 
| 
i¥ 
; 
€ 


February, 1960 ADVERTISEMENTS XI 


SOMA RELIEVES PAIN in a unique way by modifying central perception of pain 
without abolishing natural defense reflexes. 


SOMA RELAXES MUSCLE SPASM ... approximately 8 times more potent than 
meprobamate or mephenesin. 


PHYSICIANS’ 
REPORTS: “Marked pain-relieving effects of the new drug [Soma] were seen in con- 
ditions involving muscle spasm and stiffness, whether acute or chronic. 


Relief from pain was usually rapid and sometimes dramatic.”’ (90 patients.) 
Kuge, T.: Submitted for publication. 


“In 86 percent of the patients there were excellent or good results. . . . 
Relief of pain was noted by the patients’ statements, by the diminished 
need for analgesic drugs, and by improved sleep.”’ (154 patients.) 

Wein, A. B.: The Use of Carisoprodol in Orthopedic Surgery and Rehabilitation. Proceed- 
ings of the Symposium on The Pharmacology and Clinical Usefulness of Carisoprodol. 
Wayne State University Press, Detroit, 1959, p. 156. 


In a double-blind study, Soma was reported to be “clinically effective to 
a highly significant degree.” (92 patients.) 


Cooper, C. D., and Epstein, J. H.: The Clinical Evaluation of Carisoprodol by a double- 
blind technique. Ibid. p. 97. 


Notable safety—extremely low toxicity; no known contraindications; side effects 
are rare; drowsiness may occur, usually at higher dosage 


Rapid action—starts to act quickly 


Sustained effect—relief lasts up to 6 hours 


Supplied—as white, coated, 350 mg. tablets, bottles of 50. 
Also available for pediatric use: 250 mg. orange capsules, bottles of 50. 


(carisoprodol Wallace) 


Bistiocraray 1. Berger, F.M., Kletzkin, M., Ludwig, B.J., Margolin, S. and Powell, L. S.: J. Pharm. Exp. 
Ther. 127:66 (Sept.) 1959 2. Leake, Chauncey D.: Proceedings of the Symposium on The Pharmacology 
and Clinical Usefulness of Carisoprodol, Wayne State University Press, Detroit, 1959, p. 8. 3. Kestler, 
Otto: Ibid. p. 143 4. Proctor, Richard C.; Ibid. p. 122. 5. Berger, Frank M., Ibid. p. 25. 6. Goodgold, 
Joseph, Hohmann, Thomas and Tajima, Toshihiro: Ibid. p. 66. 7. Gammon, George D. and Tucker, Samuel: 
Ibid. p. 70. 8. Baird, Henry W. and Menta, Dominic A.: Ibid. p. 85. 9. Cooper, C. David and Epstein, 
Jerome H.: Ibid. p. 97 10. Korst, Donald R., Gerard, R. W., Miller, James G., Small, Iver F., Graham, I. J. 
and Winkelman, Eugene I : Ibid. p. 104. 11. Friedman, Arnold P.: Ibid. p. 115. 12. Trimpi, Howard D.: 
Ibid. p. 150. 13. Wein, Arthur B.: Ibid. p. 156. 14. Olds, James and Travis, R. P.: Ibid. p. 39. 15. Hess, 
Eckhard H., Polt, James M. and Goodwin, Elizabeth: Ibid. p. 51. 16. Phelps, Winthrop M.: Ibid. p. 131. 17. 
Spears, Catherine E.: Ibid. p. 138. 18. Hyde, L. P. and Hough, Charles E.: Ibid. p. 166. 19. Spears, Catherine 
E. and Phelps, Winthrop M.: Arch Pediat., 76:287 (July) 1959. 20. Phelps, Winthrop M.: Arch. Pediat., 
76:243 (June) 1959. 21. Friedman, Arnold P.: Paper presented at Scientific Meeting, New York State Society 
of Industrial Medicine, Inc., New York, Sept. 30,1959. 22. Frankel, Kalman: Ibid. —-23. Fransway, Robert L.; 
Ibid. 24. Kuge, T.: Unpublished reports. 


Literature and samples on request WI Waxtace Lasoratonies, New Brunswick, New Jersey 
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RELA—a new myogesic for better 
‘relaxant and analgesic therapy— 
more adept management of 
spasm and pain in strains, 
sprains and low back pains. 


RELA—though asingle drug—is a true 
myogesic and works rapidly 
to achieve three desired effects... 


Rela relaxes acute muscle spasm — 
Relief of muscle spasm (96% excellent 
to good effectiveness)! 


Rela provides a unique quality of 

persistent pain relief through 

its relaxant and analgesic actions 
“Relief from pain was usually rapid 

and sometimes dramatic’! 


Rela, through relaxation and analgesia, 
assures daytime ease and nighttime rest 
Anumber of patients reported 
freedom from insomnia which they 
attributed to freedom from pain.”! 


indications: RELA is most beneficial in those 
conditions of the musculoskeletal system 
manifesting pain, stiffness and spasm. 

safety: Studies of more than 1400 patients 
indicate that the toxicity of RELA is exceptionally 
low. In human subjects, respiratory, 

blood pressure or blood chemistry changes 
and/or renal, hepatic or endocrine dysfunction 
have not been reported. 

dosage: The usual adult dosage of RELA is 

one tablet 3 times daily and at bedtime. 

RELA has a rapid onset of action, with relief 
usually apparent within 30 minutes, and 
persisting for at least 6 hours. 

supply: RELA is available as 350 mg., pink, 
coated tablets in bottles of 30. 

1. Kuge, T.: To be published. 4-22? 
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You see an improvement within a few days 
Thanks to your prompt treatment and the 
quick, smooth action of Deprol, her de- 
pression is relieved and her anxiety and 
tension calmed — often in a few days. She 
eats well, sleeps well and soon returns to 
her normal activities. 
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calms anxiety! 


Smooth, balanced action lifts 
depression as it calms anxiety... 
swiftly and safely 


Balances the mood —no “seesaw” effect of 
amphetamine-barbiturates and energizers. While 
amphetamines and energizers may stimulate the 
patient — they often aggravate anxiety and 
tension. And although amphetamine-barbiturate 
combinations may counteract excessive stimula- 
tion — they often deepen depression. 


LIFPS DEPRESSION + 
ANXIETY 


Deprol 


In contrast to such “seesaw” effects, Deprol lifts 
depression as it calms anxiety—both at the same 
time. 


Acts swiftly — the patient often feels better within 
a few days. Unlike the delayed action of other 
drugs which may take two to six weeks to bring 
results, Deprol’s smooth, immediate action 
relieves the patient quickly — often within a few 


days. 


Acts safely — no danger of liver damage. Deprol 
does not produce liver damage, hypotension, psy- 
chotic reactions or changes in sexual function — way saii; 


frequently reported with other drugs. 

BIBLIOGRAPHY (10 clinical studies, 714 patients): 

1. Alexander, L. (35 patients): Chemotherapy of depression = Use of 
meprobomote combined with benactyzine benziiate) 
hydrochloride. J.A.M.A, 166:1019, March 1, 1958. 2. Bateman, J. C. and 7 
Carlton, H. M. (50 patients): Meprobamate ond benactyzine hydrochloride } AM P H ETAM | N ES A M P H ETAM | N E- 
(Depro!) os adjunctive therapy for potients with advanced cancer. Anti- AND ENERGIZERS B A R B | T U R A T E 


biotic Med. & Clin. Theropy 6:648, Nov. 1959. 3. Bell, J. L., Touber, H., 


Sonty, A. and Pulito, F. (77 patients}: Treatment of depressive states in 4 may stimulate the combinations may 
office practice. Dis. Nerv. System 20.263, June 1959. 4. Breitner, C. (31 : 
potients): On mental depressions. Dis. Nerv. System 20:142, (Section Two), patient, but often control overstimula 
Moy 1959. 5. McClure, C. W., Papas, P. N., Speare, G. S., Palmer, E., increase anxiety and tion but may deepen 
Slattery, J. J., Konefal, S. H., Henken, B. $., Wood, C. A. and Ceresia, . tension. depression. 

G. B. (128 potients): Treatment of depression—New technics and therapy ; 

Am. Pract. & Digest Treat. 10:1525, Sept. 1959. 6. Pennington, V. M. (135 

patients}: Meprobamate-benactyzine (Deprol) in the treatment of chronic 

brain syndrome, schizophrenia and senility. J. Am. Geriatrics Soc. 7:656, , 

Aug. 1959. 7. Rickels, K. and Ewing, J. H. (35 patients): Depro! in anes 


depressive conditions. Dis. Nerv. System 20:364, (Section One), Aug. 1959 
8. Ruchworger, A. (87 patients): Use of Deprol (meprobamate combined 
with benactyzine hydrochloride) in the office treatment of depression. M. 
Ann, District of Columbio 28:438, Avg. 1959. 9. Sette!l, E. (52 potients) 
Treatment of depression in the elderly with a meprobomoate-benactyzine P 
hydrochloride combination. Antibiotic Med. & Clin. Therapy. In press, Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 
1959. 10. Splitter, S. R. (84 potients): The core of the anxious ond the this may be gradually increased up to 3 tablets q.i.d. 
depressed. Submitted for publication, 1959. Composition: 1 mg. 2-diethylaminoethyl benzilate hydrochlo- 
ride (benactyzine HCl) and 400 mg. meprobamate. 
Supplied: Bottles of 50 light-pink, scored tablets. Write for 


literature and samples. 
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This Panalba 
performance... 
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t 
... into a mixed culture 
of the four organisms 
commonly involved 
in sinusitis . . . Str. 
hemolyticus, D. pneu- 
moniae, H. influenzae 
and Staph. aureus 
(in this case a resistant 
strain) ... we introduce 
the five most frequently 
used antibiotics. 

Twenty-four hours later 
(in this greatly enlarged 
photograph), note that 
only one of the five leading 
antibiotics has stopped 
all the organisms, 
including the resistant 
staph! This is Panalba. 

In your next patient with 
sinusitis . . . in all your 
patients with potentially- 
serious infections... 
provide this extra 
protection with your 
prescription: 

Dosage—1 or 2 capsules 

3 or 4 times a day. 
Supplied—Capsules containing 
Panmycin phosphate equivalent 
to 250 mg. tetracycline 
hydrochloride, and 125 mg. 
Albamycin as novobiocin 
sodium, in bottles of 16 and 100. 
Now available: new Panalba 


Half-Strength Capsules in 
bottles of 16 and 100, 


Panalba’ 


(Panmycin® Phosphate plus Albamycin*) 


The broad-spectrum 
antibiotic of 
first @ resort 


The Upjohn Company 
Kalamazoo, Michigan STRADEMARK, REG. PAT. OFF.» 


Bigs: 


promptly, 
effectively 
with 


Prompt and more dependable control of 
virtually all diarrheas can be achieved with the 
comprehensive DONNAGEL formula, which pro- 
: vides adsorbent, demulcent, antispasmodic and 
sedative effects— with or without an antibiotic. 
Early re-establishment of normal bowel 


function is assured —for all ages, in all seasons. 


a Donnage with 


DONNAGEL: In each 30 cc. (1 fi. oz.): 


600 6.0 Gm. 
Hyoscyamine sulfate ........ 0.1037 mg. 
Atropine sulfate ................ 0.0194 mg. 
Hyoscine hydrobromide ....0.0065 mg. 
Phenobarbital (14 gr.)........ 16.2 mg. 


DONNAGEL WITH NEOMYCIN 


Same formula, plus 


Neomycin sulfate .............. 300 mg. 
(Equal to neomycin base, 210 mg.) 


A. H. ROBINS CO., INC., Richmond 20, Virginia * Ethical pharmaceuticals of Merit since 1878 
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Synonyms for 
Pain Relief... 


‘TABLOID’ 


COMPOUND 


Acetophenetidin 
Acetylsalicylic Acid .... 
Caffeine 


‘TABLOID’ 


COMPOUND 


WITH 


CODEINE 


No 1 Acetophenetidin ...... 


Acetylsalicylic Acid .... 
Caffeine 


No. 2 


Acetophenetidin 
Acetylsalicylic Acid .... 
Caffeine 
Codeine Phosphate 


No. 3 


Acetophenetidin 
Acetylsalicylic Acid .... 
Caffeine 
Codeine Phosphate 


Acetophenetidin ...... 
Acetylsalicylic Acid .... 
Codeine Phosphate 


gr. 22 
gr. 342 


gr. 


gr. 1 


*Subject to Federal Narcotic Regulations 


simple headache 
rheumatic conditions 
arthralgias 


BURROUGHS WELLCOME & CO. (U.S.A) new 


myalgias 


common cold 


toothache 

earache 
dysmenorrhea 
neuralgia 

minor trauma 

tension headache 
premenstrual tension 
minov surgery 
post-partum pain 
trauma 

organic disease 
neoplasm 

muscle spasm 

colic 

migraine 
musculo-skeleta! pains 
postdental surgery 
post-partum involution 
fractures 

synovitis /bursitis 


relief of pain 

of all degrees of 
severity up to 
that which 
requires morphine 


AND IN 


fevers 


dry, 
unproductive ecughs 


—— 


Your experience and trust throughout the 
years have established the wide use of the 
‘Empirin’ family in medical practice— 
dependable analgesics for the effective relief 
of pain, fever, and cough—with safety. 


100 
‘TABLOID’. 
‘Empiria’= 
Compound 


TABLOID’ 4 


TABLOIDS 
~‘Empirin = 


~'Empiria’> 
Compound 
Codeine Phosphate, 


“CODEMPIRAL™ 


REEP COOL AND 


TABLOID'S 


~Empirian= ~‘Empiria’= 
Compound Compound 


Codeine Phosphate, Nex Codeine Phosphate, Nes 


COR 


(RA) 


weiicome 


BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
Tuckahoe, New York 
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as reactive in tablet form... 


The superiority of Alglyn (dihydroxy aluminum amino- 
acetate) as an antacid over ordinary aluminum prepara- 
tions is quite pronounced. Not only do Alglyn Tablets 
act as rapidly as aluminum hydroxide gels and magmas, 
but they maintain a much more effective pH for a longer 


time (see chart). 


Furthermore, Alglyn Tablets are decidedly superior when 
antacid-belladonna therapy is indicated. Ordinary alu- 
minum preparations may actually adsorb as much as 
80% of the spasmolytic drug, as compared to only 7% 
for Alglyn Tablets. In addition, Alglyn contains no 


sodium and less aluminum. 


LGL 


Dihydroxy aluminum aminoacetate 


Supplied in bottles of 100 0.5 Gm. tablets. Also as 
Belglyn® (with belladonna), and as Malglyn® (with 
belladonna and phenobarbital). Literature available upon 


request. 


BRAYTEN PHARMACEUTICAL COMPANY Chattanooga 9, Tennessee 
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DOES YOUR PRESENT ANTICHOLINERGIC | 


The test—you might say the acid test—of an anticholinergic is simple: will 
it protect your patient from hyperacidity around the clock, even while he 
sleeps. The weakness of t.i.d. or q.i.d. preparations is well recognized; but 
even some “‘b.i.d.”” encapsulations may be unreliable. McHardy, for instance, 
found a “widely variable duration of action, definitely less than that an- 
ticipated” in the “sustained,” “delayed,” and “gradual release” anticholiner- 
gics he studied.’ 


COMPARE THE DATA ON ENARAX...the new combination of an inherently 
long-acting anticholinergic (oxyphencyclimine) and Atarax, the non-secretory 
tranquilizer. Note the effectiveness of oxyphencyclimine: 


OBSERVE THE OXYPHENCYCLIMINE REPORTS... 

McHardy: “[Oxyphencyclimine] has proved to be an excellent sustained- 
action anticholinergic in our study of this agent over a period of 
eighteen months.’” 

Kemp: “...for the majority of patients, one tablet every 12 hours pro- 
vided adequate control. This characteristic long action...may 
constitute an advantage of this drug as compared to coated 
‘long-acting’ preparations of other compounds.’ 


Add Atarax to this 12-hour anticholinergic. The resulting combination — 
ENARAX — now gives relief from emotional stress, in addition to a reduction 
of spasm and acid. Atarax does not stimulate gastric secretion. No serious 
adverse clinical reaction has ever been documented with Atarax. 


LOOK AT THE RESULTS WITH ENARAX‘*: 
Does the medication you now prescribe assure you of all these benefits? 


If not, why not put your next patient with peptic ulcer or G.I. dysfunction 
on therapy that does. 


(oxyphencyclimine plus ATARAX®) A SENTRY FOR THE G.I. TRACT 
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PROVIDE CONTINUOUS CONTROL OF ACID SECRETION? 


“Prolonged periods of achlorhydria” after 10 mg. oxyphencyclimine q. 12 h.’ 
MEAN GRAPH OF GASTRIC ACIDITY IN 4 PATIENTS RECEIVING 
COMPLETE THERAPEUTIC REGIMEN + 24-HOUR STUDY 


80 jo tincture of belladonna q.6 h 
4 *** 10 mg. oxyohencyclimine q.12 h 
5 70 
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MIDNIGHT 2 A.M. 


Clinical Diagnosis: Peptic Ulcer — Gastritis — Gastro- 
enteritis — Colitis — Functional Bowel Syndrome — Duo- 
denitis—Hiatus Hernia (symptomatic)—Irritable Bowel 
Syndrome—Pylorospasm—Cardiospasm—Biliary Tract 
Dysfunctions—and Dysmenorrhea. 

Clinical Results: Effective in over 92% of cases. 


As for Safety: “Side reactions were uncommon, usu- 
ally no more than dryness of the mouth....’ 


Each ENARAX tablet contains: 


Oxyphencyclimine HCI ........ LOM. 
Hydroxyzine (ATARAX®) 25 mg. 
Dosage: One-half to one tablet twice =a © 
the morning and before ve The maintenance 

should be adjusted according to therapeutic response. 
Use with caution in patients with prostatic hypertrophy 
and with ophthalmological supervision only in glaucoma. 
Supplied: In bottles of 60 black-and-white scored tablets. 


pe yin 1. McHardy, G., et al.: J. Louisiana M. Soc. 
111:290 (Aug.) 1959. 2. Steigmann, F.: Study conducted 
at Cook County Cc Ilinois, in 
Kemp, J. A.: Antibiotic Med. & Clin. 
1959. 4. Leming, B. H., Jr.: Clin. Med. 3 (Mar.) coy 
5. Data in Roerig Medical Department flies, 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Weil-Being™ 
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meprobamate with PATHILON® tridihexethy! chloride Lederie 


greater flexibility in the contro/ of tension, hypermotility 
and excessive secretion in gastrointestinal dysfunctions 


PATHIBAMATE combines two highly effective and well-toler- 
ated therapeutic agents: 
mebrobamate (400 mg. or 200 mg.) widely accepted tranquilizer and... 


PATHILON (25 mg.)—anticholinergic noted for its peripheral, atropine-like 
action, with few side effects. 


The clinical advantages of PATHIBAMATE have been confirmed by nearly 
two years’ experience in the treatment of duodenal ulcer; gastric ulcer; 
intestinal colic; spastic and irritable colon; ileitis; esophageal spasm; 
anxiety neurosis with gastrointestinal symptoms and gastric hypermotility. 


Two dosage strengths — PATHIBAMATE-400 and PATHIBAMATE- 200 
facilitate individualization of treatment in respect to both the degree of 
tension and associated G.!. sequelae, as well as the response of different 
patients to the component drugs. 


Supplied: paATHIBAMATE-400 — Each tablet (yellow, '/2-scored) contains 
meprobamate, 400 mg.; PATHILON tridihexethyl chloride, 25 mg 
PATHIBAMATE-200 — Each tablet (yellow, coated) contains mep- 
robamate, 200 mg.; PATHILON tridihexethy! chloride, 25 mg 
a Administration and Dosage: PATHIBAMATE-400 —1 tablet three times a day at mealtime and 
; 2 tablets at bedtime. 
PATHIBAMATE-200 —1 or 2 tablets three times a day at mealtime 
and 2 tablets at bedtime. 
Adjust to patient response. 
Contraindications: giaucoma; pyloric obstruction, and obstruction of the urinary bladder 
neck. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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more closely approaches the ideal diuretic 


“When compared to other members of this heterocyclic group 
of compounds, this drug [NATURETIN] shows a significantly in- 
creased natriuresis and decreased loss of potassium and bicar- 


a 
bonate. In this respect it more closely approaches a natural or 
‘ideal diuretic.’ It is effective upon continuous administration and 
causes no significant serum biochemical changes. It is effective 
in a wide variety of edematous and hypertensive states and 
represents a significant advance in diuretic therapy.” Ford, R.V.: 
Pharmacological observations on a more potent benzothiadiazine 


Squibb Benzydroflumethiazide diuretic; accepted for publication by the American Heart Journal. 


Comparison of electrolyte excretion pattern for the 24 hours following 
typical doses of chlorothiazide, hydrochlorothiazide, and Naturetin! 
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Typical Doses: Chlorothiazide —1,000 mg.; Hydrochlorothiazide —50 mg.; Naturetin (Benzydroflumethiazide)—5 mg. 


1. Adapted from: Ford, R. V., Squibb Clin. Res. Notes 2:1 (Dec.) 1959. 
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A single 5 mg. tablet once a day 
provides all these advantages’ 


prolonged action — in excess of 18 hours 

convenient once-a-day dosage 

low daily dosage — more economical for the patient 

no significant alteration in normal electrolyte excretion pattern 

repetitively effective as a diuretic and antihypertensive 

greater potency mg. for mg.—more than 100 times as potent as chlorothiazide 
potency maintained with continued administration 

low toxicity — few side effects — low salt diets not necessary 

comparative studies with chlorothiazide, hydrochlorothiazide, and Naturetin 
disclose that smallest doses of Naturetin produce greater weight loss per day 
in hypertension, Naturetin, alone or in combination with other anti- 


hypertensives, produces significant decreases in mean blood pressure 
and other favorable clinical effects 


@ purpura and agranulocytosis not observed 
e allergic reactions rarely observed 


*Reports (1959) to the Squibb Institute for Medical Research. 


Naturétin —Indications: in control of edema when diuresis is required, in congestive heart failure, 

in the premenstrual syndrome, nephrosis and nephritis, cirrhosis with ascites, edema induced by drugs 
(certain steroids); in the management of hypertension, used alone, combined with Raudixin (Squibb 
Rauwolfia Serpentina Whole Root), or with other antihypertensive drugs, such as ganglionic blocking agents. 
Contraindications: none, except in complete renal shutdown. 

Precautions; when Naturetin is added to an antihypertensive regimen including hydralazine, 

veratrum, and/or ganglionic blocking agents, immediate reduction must be made in the dosage for all 
preparations; the dosage for ganglionic blocking agents must be decreased by 50% to avoid a precipitous 
drop in blood pressure. This also applies if these hypotensive drugs are added to an established Naturetin 
regimen . . . in hypochloremic alkalosis with or without hypokalemia . . . in cirrhotic patients or those on 
digitalis therapy when reductions in serum potassium are noted . . . in diabetic patients or those 
predisposed to diabetes . . . when increased uric acid concentrations are noted .. . when signs— 

leg or abdominal cramps, pruritus, paresthesia, rash — suggestive of hypersensitivity, are noted. 


a= 


Naturétin — Dosage: in edema, average dose, 5 mg., once daily, preferably in the 


morning; to initiate therapy, up to 20 mg., once daily or in divided doses; for 
maintenance, 2.5 to 5.0 mg., daily in a single dose. Jn hypertension: suggested 
initial dose, 5 to 20 mg. daily; for maintenance, 2.5 to 15 mg. daily, depending 
on the individual response of the patient. When Naturetin is added to an anti- 
hypertensive regimen with other agents, lower maintenance doses of each 


drug should be used. Squibb Quality — 
the Priceless 


Naturétin — supplied : tablets of 2.5 mg. and 5 mg. (scored). Ingredient 


ANO ‘NATURETIN’ ARE SQUIBB TRADEMARKS. 
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THE FIRST TRUE ”“TRANQUILAXANT ” 


rancopal 


relieves painful muscle spasm 
and relaxes the patient 


Impressive numbers of patients with low 
back pain and other musculospastic 
conditions treated with Trancopal have 

been freed of symptoms and enabled 

to return to their usual activities, according 
to newly published clinical reports. In a 
recent study by Lichtman,' Trancopal brought 
excellent to satisfactory muscle relaxation to 
’ 817 of 879 patients. The patients in this 
group suffered from skeletal muscle spasm 

> associated with low back pain (361 cases), 
stiff neck (128 cases), bursitis (177 cases), 
and other skeletal muscle disorders 

(213 cases). Side effects were rare (2 per 
cent of patients), and it was not 

necessary to discontinue medication in any 
of the patients. Lichtman comments: 
¢¢Chlormethazanone [Trancopal] not only 
relieved painful muscle spasm, but 

allowed the patients to resume their normal 
activities with no interference in performance 
of either manual or intellectual tasks.?9° 


When you prescribe Trancopal for musculoskeletal disorders, you can confidently 
expect that your patients will be relieved of the pain and stiffness. You can be sure 
of their speedy return to everyday work and recreation. 


“ 
4 
¥ 
: 
j 


Mullin and Epifano call Trancopal ¢*...a very effective skeletal muscle spasmolytic.?? ® 
They found that Trancopal brought good to excellent relief to all of 39 patients with 
skeletal muscle spasm related to trauma, bursitis, rheumatoid arthritis, osteoarthritis, and 
intervertebral disc syndrome. (No side effects were noted except that one patient had slight 
dryness of the mouth. ) 

The pattern is similar in every new series reported: Ganz,’ DeNyse,* Shanaphy' and Stough.’ 


Trancopal is a true “‘tranquilaxant’’ 


Trancopal “‘...combines the properties of tranquilization and skeletal muscle relaxation 
with no concomitant change in normal consciousness.’’® 


Kelteves dysmenorrhea 


j Trancopal not only is valuable in treating patients with low back 
pain and other musculoskeletal disorders, but is also very effective 
in bringing relief from menstrual cramps and discomfort. 
Shanaphy suggests that Trancopal may help the patient by its 
= combination of muscle relaxant and tranquilizing actions, and he 
m finds that ¢¢...the continued use of chlormezanone [Trancopal] as 

© a therapeutic agent in dysmenorrhea is advisable.??" Trancopal was 
e effective in 82 per cent of his series of 50 patients. In another study, 

| which dealt with 52 adolescent girls and 23 women, Stough’ reported 
that Trancopal gave complete or moderate relief in 86.4 per cent. 


Alleviates tension 


And, of course, Trancopal is also very useful in the treatment of patients in anxiety 
and tension states. As Ganz says, ¢6...a most valuable drug for relieving tension, 
apprehension and various psychogenic states... allows the patient to use his energies in 
a more productive manner in overcoming his basic problems.?> * 
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a true “tranquilaxant”’ 


that relieves skeletal muscle spasm 
and relaxes psychogenic tension 
without troublesome side effects, 
and keeps the patient on the job. 


Indicated for... 


Musculoskeletal disorders Psychogenic disorders 
Low back pain (lumbago) Fibrositis Anxiety and tension states 
Neck pain (torticollis) Ankle sprain, Dysmenorrhea 
‘ Bursitis tennis elbow Premenstrual tension : 
Rheumatoid arthritis Myositis Asthma 
Osteoarthritis Postoperative Angina pectoris 
Disc syndrome muscle spasm Alcoholism 
: Now available in two strengths: 


mz Trancopal Caplets®, 100 mg. 
* (peach colored, scored), bottles of 100. 


Trancopal Caplets, 200 mg. 
(green colored, scored), bottles of 100. 


NEW 
STRENGTH 


Dosage: Adults, 100 or 200 mg. orally three or four times daily. Relief of symptoms 
occurs in from fifteen to thirty minutes and lasts from four to six hours. 


References: 1, Lichtman, A. L.? Scientific Exhibit, 
meeting of the International College of Surgeons, 
Beach, Fla., Jan. 4-7, 1959. 2. Lichtman, A. L.: 
Lentucky Acad) Gen. Pract, J, 4:28, Oct., 1958. 
3. Mullin, W. and Epifane, Leénatd:.Am. Pract. 
& Digest Treat, 10:4743, Oct., 1959. 4. Ganz, S: E.: 
J. lndionaM. A.52:1184; duly, 1959.5. DeNyse, D-L.: 
M. Timew 971512, Nov., 1959; 6, Shanaphy, J. F.: 
Currént Therap: Hes. 1:59, 1959. 7. Stough, 
A. R.: J. Oklahoma M.A. 52:575, Sept., 1059. 
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~ bronchitis develops as a serious bacterial complication in 
about one in eight cases of acute respirat : 
infection.! To protect and relieve 
patient... ACHROCIDIN. 
Usual dosage: 2 tablets or teaspoonfuls q.i.d. ( 1 Gm. 
dosage: Each TABLET contains: ACH Tetracycline 
(125 mg.); phenacetin (120 mg.j; caffeine (30 mg.); 
salicylamide (150 mg.); chlorothen citrate 25 mg.).. Also as 
SYRUP (lemon-lime avored), caffeine-free. 


‘W.H.: Am. J. Hygiene 71:122 (Jan.) 1 


a 
TORIES, a Division CYANAMID COMPANY, Pearl River, New York 
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When you want to prescribe a diet to 
lower serum cholesterol, is a low-fat 
low-cholesterol diet the best way? 


No, not according to today’s thinking. 
A more efficient way is to control the 


type and amount of fat in the dief. 


This means to control the total calories and to 
replace the saturated fats wherever possible 
with poly-unsaturated vegetable oil. 


There is a considerable agreement among heart research workers that a low-fat 
diet does not by itself consistently reduce beta lipoproteins and blood cholesterol 
or sustain a low level. Many low-fat diets merely eliminate the visible fats. 

The invisible fat, inherent in meat and dairy products, is basically saturated 

fat, so that a low-fat diet quite frequently is actually relatively high in 
saturated fat. Consequently, the patient does not get the proper 

percentage of the poly-unsaturated fatty acids that help to lower 

blood serum cholesterol and to maintain it at proper levels. 


We know today that a low-cholesterol intake (dietary cholesterol) has 
little or no bearing on serum cholesterol. Too, that it would be most 

undesirable to eliminate all cholesterol-containing foods from the diet, 
because they carry with them so many important accessory nutrients. 


When a vegetable (salad) oil is medically recommended as part of a cholesterol 
depressant regimen, Wesson is unsurpassed by any readily available brand. 


Uniformity you can depend on. Wesson has a poly-unsaturated content better 
than 50% . Only the lightest cottonseed oils of highest iodine number are 
selected for Wesson and no significant variations in standards are permitted in the 

22 exacting specifications required before bottling. 
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Wesson satisfies the most exacting appetites 


To be effective, a diet must be eaten by the patient. The 
majority of housewives prefer Wesson particularly by the 
criteria of odor, flavor (blandness), and lightness of color. 
(Substantiated by sales leadership for 59 years and recon- 
firmed by recent tests against next leading brand with iden- 
tification removed, among a national probability sample). 


WESSON’S IMPORTANT INGREDIENTS: 
Wesson is 100% cottonseed oil... winterized and of selected quality 


Linoleic acid glycerides 50% to 55% 
Phytosterol (predominantly beta sitosterol ) 0.4% to 0.7% 
Total tocopherols 0.09% to 0.12% 


Never hydrogenated — completely salt free 
Each pint of Wesson contains 437-524 Int. Units of Vitamin E. 


FREE Wesson recipes, available in quantity for your patients, 
show how to prepare meats, seafoods, vegetables, salads and 
desserts with poly-unsaturated vegetable oil. Write—specif ying 
uantity needed—to The Wesson People, 210 Baronne St., 

ew Orleans, La. 


The diet prescribed to lower cholesterol can include a breakfast egg cooked in poly-unsaturated Wesson. 
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Just 
a 
wish 

turns old | 


Modernize without capital outlay 
on the G-E Maxiservice’ x-ray rental plan 


Think of renting x-ray equipment as 
conveniently as you subscribe for 
telephone service! Exclusive Maxi- 
service rental plan offers all new-model 
G-E x-ray units . . . takes no capital 
from your savings. Makes it worry- 
free to “go modern” in x-ray and 
always stay that way. For complete 
details, contact your G-E x-ray rep- 
resentative, listed below. 


All this for one monthly fee — 


@ Modern x-ray equipment, free of 
obsolescence worries 

e Comprehensive coverage: periodic 
inspection, maintenance, tubes, parts, 
emergency repairs 

@ Freedom to add or replace equipment 
as improvements appear 

@ Full property insurance on equipment — 
in case of accidental damage or loss, G.E. 
repairs or replaces equipment 

@ Local property taxes paid in full 


Progress Our Most Important Product 


GENERAL ELECTRIC 


NORTH CAROLINA 


Direct Factory Branch 
CHARLOTTE 
1140 Elizabeth Ave. 
FR 6-1531 


Resident Representatives 
WILSON 
A. L. Harvey 
1501 Branch St. @ Phone 2960 
WINSTON-SALEM 
N. E. Bolick 
1218 Miller St. @ Phone PArk 4-5864 


Oy 
4 JV 
= 
4 =. 
| 
% 
ae 
ah 
to new 
we 
: 
\ 


When blood pressure must come down 


When you see symptoms of hypertension such as dizziness, headache, and fainting your patient is 
a candidate for Serpasil-Apresoline. Even when single-drug therapy fails, Serpasil-Apresoline fre- 
quently can bring blood pressure down to near-normal levels, reduce rapid heart rate, allay anxiety. 


suppiiep: Tablets #2 (standard-strength, scored), each containing 0.2 mg. Serpasil and 50 mg. Apresoline hydro- 
chioride; Tablets #1 (half-strength, scored), each containing 0.1 mg. Serpasil and 25 mg. Apresoline hydrochloride. 


SERPASIL-APRESOLINE 


SUMMIT, N. J. 
2/ hydrochloride (reserpine and hydralazine hydrochloride cisa) 


! 


the tension-driven problem | drinker 


hydroxyzine pamoate 


When she drinks to relieve her tensions, 
VISTARIL can help restore perspective. 
By maintaining tranquility, VISTARIL helps 
patients to accept counsel more readily, and 
encourages abstinence from drinking. 


Vista rl helps bring tranquility 


VISTARIL has shown a wide margin of safety, 
even in large doses, over prolonged periods. 
Clinical studies have shown that VISTARIL pro- 
duces no significant lowering of blood pres- 
sure, pulse, or respiration in chronic drinkers. 


Available as: Capsules —25, 50, and 100 mg. Parenteral Solution (as the HCl)—25 mg. per cc., 10 cc. 
vials and 2 cc. Steraject® Cartridges; 50 mg. per cc., 2 cc. ampules. Professional literature available 
on request from the Medical Department, Pfizer Laboratories. Brooklyn 6, New York. 


Science for the world’s well-being™ Pfizer) 
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How to be 
Carefree 
Without 
Hardly 
Trying... 


It really takes a load off your mind... 
to know that you are protected from 
loss of income due to illness or accident! 


“Dr. Carefree” has no 30-day 

sick leave ...no Workmen's 

Compensation... BUT he has a 

modern emergency INCOME PROTEC- 

TION PLAN with Mutual of Omaha. ‘> 


When he is totally disabled by accident or sickness covered by this plan, this plan 
will give him emergency income, free of Federal income tax, eliminating the night- 
mare caused by a long disability. 


Thousands of members of the Medical Profession are protected with Mutual of Oma- 
ay PROFESSIONAL MEN’S PLAN, especially designed to meet the needs of the 
profession. 


If you do not already own a Mutual of Omaha INCOME PROTECTION PLAN, get in 
touch now with the nearest General Agent, listed below. You'll get full details, with- 
out obligation. 


Largest Exclusive Health and Accident Company in the World. 
G. A. RICHARDSON, General Agent J. A. MORAN, General Agent 
Winston-Salem, N. C. Wilmington, N. C. 


J. P. GILES, General Agent 
Asheville, N. C. 
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“In our hands it has been particularly helpful 
in the treatment of staphylococcic disease.’ 


In difficult staph. infections, a decisive response may be obtained with Ilosone 
in a high percentage of cases. 

In a study! of 105 patients, sixty-four of whom had Staphylococcus aureus 
infections, good results were obtained with Ilosone in 94 percent. Ten subjects 
had previously failed to respond to other forms of chemotherapy. The authors 
concluded that Ilosone “‘. . . is useful in treatment of a number of common 
infections and has been effective in treatment of a number of less common 
and more serious infections. . . . In our hands it has been particularly helpful 
in the treatment of staphylococcic disease.” 


liosone is available in Pulvules®, 125 mg. and 250 1. Smith, |. M., and Soderstrom, W. H.: 
mg.; Lauryl Sulfate 125 Suspension, 125 mg. J. A. M. A., 170:184 (May 9), 1959. 
(base equiv.) per 5-cc. tsp.; and Lauryl Sulfate 

Drops, 5 mg. (base equiv.) per drop. Usual dosage 

for adults and children over fifty pounds is 250 mg. _!losone® (propionyl erythromycin 
every six hours. ester, Lilly) 


ELI LiLlLY AND COMPANY -: INDIANAPOLIS 6, INDIANA, U.S.A. 
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Roentgen Changes in Salmonella Osteomyelitis 


Occurring in Children With and Without 
Sickle Cell Anemia > 


WILLIAM A. DUNNAGAN, M.D. 
CHAPEL HILL 


Involvement of the skeletal system is an 
unusual but well recognized complication of 
salmonellosis. Recent clinical reports sug- 
gest that patients with sickle cell anemia 
are predisposed to the development of os- 
teomyelitis caused by a variety of bacteria, 
and by the Salmonella genus in particular. 
Certain radiologic changes in patients with 
osteomyelitis complicating sickle cell ane- 
mia have been described as unique. It is 
the purpose of this paper to describe 3 pa- 
tients with Salmonella osteomyelitis treated 
recently at the North Carolina Memorial 
Hospital and to attempt to evaluate in each 
of these the worth of radiologic changes 
in diagnosis. 


Incidence and Pathology 


The Salmonella group comprises a vari- 
ety of paratyphoid organisms—more than 
150 species—which ordinarily are intestin- 
al parasites. Bacteremia occurring in sal- 
monellosis is, however, quite common and 
has become a principal means of diagnosis. 
The blood-borne infection may result in the 
development of a septic process in any or- 
gan. Paratyphoid osteomyelitis is somewhat 
less frequent than bone infection following 
typhoid fever, but once established, may be 
the more virulent'''. Osteomyelitis subse- 
quently develops in approximately 1 per 
cent of patients having typhoid fever'’, 
while skeletal involvement occurs in only 
0.2 per cent of the cases of paratyphoid 
fever’*’. In a breakdown by age groups, 
however, of 1,497 cases of Salmonella infec- 


*From the Department of Radiology, School of Medicine, 
University of North Carolina, Chapel Hill, N. C. 


tions at the New York Salmonella Center, 
Seligman‘) found that 17 per cent were in 
infants and 40 per cent were in children 
under 10 years of age. Osteomyelitis and 
arthritis were found in 20 per cent of the 
children under 2 years of age when Sal. cho- 
leraesuis was the offending organism. 


The skeletal lesions of paratyphoid in- 
fections may exhibit pathologic features 
which distinguish them from the more 
frequently occurring staphylococcal and 
streptococcal lesions, and even from those 
associated typhoid infection. The lesions 
are multiple in many instances. Involve- 
ment of the bones of the shoulder girdle, 
ribs, spine, and long bones, particularly of 
the upper extremities, has been reported 
most frequently. Inflammation usually be- 
gins beneath the periosteum in the diaphy- 
seal portion of the bone rather than in the 
metaphysis. The earliest change is thicken- 
ing and elevation of the periosteum of the 
shaft, resulting from periostitis. ‘If the 
lesion remains localized, nonsuppurative 
and sclerosing osteitis of the adjacent bone 
may occur. The process is more likely to 
spread throughout the bone, and once dif- 
fuse suppuration has developed, there is no 
reliable way of pathologically distinguish- 
ing Salmonella osteomyelitis from changes 
resulting from staphylococcal or streptococ- 
cal infections. Bacterial invasion of the 
joint may also involve the bone. Suppura- 
tive arthritis ordinarily precedes osteomye- 
litis in these instances, with destruction of 
the synovial membrane, cartilage, and 
eventually bone. The infections are usually 
monarticular, and large joints are more 
often affected. 
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Sickle cell anemia is a familial chronic 
hemolytic disease characterized by the gen- 
eration of abnormal hemoglobin with re- 
sultant sickle-shaped erythrocytes under 
certain conditions. The abnormal erythro- 
cytes are destroyed prematurely by the 
reticuloendothelial cells, and compensatory 
hyperplasia of the blood-forming organ oc- 
curs. The result in the skeleton, early in 
life, is overgrowth of marrow, causing di- 
latation of the medullary cavity and atro- 
phy of the spongiosa and corticalis from 
pressure. Infarction of the bones is com- 
mon, particularly in children. 

Bone infections, generally, are more com- 
mon in patients with sickle cell anemia 
than in normal individuals’. During the 
last 10 years several cases of Salmonella 
osteomyelitis complicating sickle cell ane- 
mia have been reported in the literature 
(Burch'*’, Wigh and Thompson‘), Hughes 
and Carroll'*’ 1957, and Lohmuller and 
Marshall'*’), In all, approximately a dozen 
instances of concurrence of the diseases 
have been recorded. 


Roentgenologic Investigation 


The roentgenographic changes occurring 
in one case of osteomyelitis complicating 
sickle cell anemia were well described in 
detail by Wigh and Thompson", They 
noted that the diaphyses rather than the 
juxta-epiphyseal regions were _ infected 
initially, in accord with the observations 
of others (Burch), MacDonald, Veal, and 
Veal and McFetridge). 

A distinctive feature pointed out by 
Wigh and Thompson‘*’ was the presence of 
linear intracortical fissuring paralleling the 
shaft adjacent to the medullary involve- 
ment. The length of the fissuring was the 
same as the extent of the medullary dis- 
ease, There were short intraosseous sinus 
tracts between the obvious medullary in- 
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Fig. 1. Salmonella osteomyelitis complicating 
sickle cell anemia. Bone destruction is present 
throughout the entire shaft of the left radius. A 
well developed involucrum is present, indicating 
late stages of bony involvement with the rebuild- 
ing process well established. A pathologic frac- 
ture is shown in the distal radius (Same case as 


Fig. 2.) 


fection and the cortical fissure. The fissur- 
ing was clearly defined as lying between 
cortex and endosteal limits; it did not re- 
present uncalcified matrix between new 
subperiosteal bone and cortex. 

Other frequently observed roentgen find- 
ings are: (1) multiple bone involvement, 
(2) irregular areas of destruction, (3) ex- 
tensive periosteal proliferation, (4) in- 
volucrum formation, and occasionally, (5) 
pathologic fractures. 


Material 


The material available for study consists 
of 3 patients with Salmonella osteomyelitis 
verified by bacteriologic culture from the 
diseased tissues. All of the patients were 
children below the age of 15 years. Two 
patients (cases 1 and 2) had clinical man- 
ifestations of sickle cell anemia, and the 
diagnosis was confirmed by electrophoresis. 
Both patients had hemoglobin type “S”, 
specific for the anemia and not the trait. 
In these patients the osteomyelitis devel- 
oped in the long bones of the upper ex- 
tremities, providing adequate opportunity 
to observe osseous and particularly corti- 
cal changes. One of these 2 patients also 


Fig, 2. A film of the right forearm (A) shows extensive cortical involvement of the diaphysis of a long 
bone (radius). There is early cortical fissuring in the distal right humerus (arrow). A small draining sinus 
(arrow) is seen to perforate the periosteum of the radius. (Same case as Fig. 1.) A film made two 
months later (B) reveals almost complete healing... 
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had vertebral disease. In the third patient, 
who did not have sickle cell anemia 
(normal hemoglobin type “A’’), skeletal 
infection developed first in the knee joint 
as a suppurative arthritis, and osteomye- 
litis of the adjacent tibia was secondary to 
the joint disease. 


Case 1 (figs. 1 and 2) 


A 4 year old Negro girl was admitted to the 
North Carolina Memorial Hospital because of 
fever, pain, and swelling in both elbows of 17 
days’ duration. She had anemia with 6 Gm. of 
hemoglobin and a hematocrit value of 20. A sickle 
cell preparation was positive and electrophoretic 
studies showed hemoglobin type “S”. Sal. bareilly 
was cultured from the elbow-joint aspirate. Radio- 
logic examination revealed alteration of bony den- 
sity and architecture suggestive of osteomyelitis 
of the right humerus, both radiuses, and both ul- 
nas. Other bones were normal. 


A lateral radiograph of the left forearm (fig. 1) 
shows destruction throughout the entire shaft of 
the left radius. A pathologic fracture is noted in 
the distal] radius. The partially destroyed shaft is 
seen to be encased in a well developed involucrum, 
indicating late stages of bony involvement, with 
the rebuilding process well established. 


A film of the right forearm (fig, 2A) shows 
similar changes, somewhat less marked, and illus- 
trates well the extensive cortical involvement of 
the diaphysis of a long bone. There is evidence of 
beginning cortical fissuring in the distal right 
humerus. A small draining sinus in the proximal 
radius is seen to perforate the periosteum. A film 
made two months later (fig. 2B) revealed a con- 
siderable degree of healing. 


Case 2 (figs. 3 and 4) 


A 14 year old Negro boy was admitted to the 
pediatric service because of fever, multiple joint 
pains, and exercise intolerance. The patient had 
icteric conjunctivae and soft tissue swelling of the 
left elbow, with marked tenderness and limitation 
of motion. Anemia was present, with a hemoglo- 
bin of 8.2 Gm. and a hematocrit of 24, Electro- 
phoretic studies revealed type “S” hemoglobin. A 
heavy growth of S. choleraesuis was cultured from 
the venous blood and left elbow joint aspirate. 
Initial radiologic examination revealed a destruc- 
tive process involving the left forearm and 
changes of hematopoietic disease in the spine, but 
no evidence of collapse or infection. 


A film of the left forearm (fig. 3) revealed mul- 
tifocal destructive areas in the upper portion of 
the shaft of the radius and ulna, Marked prolif- 
erative periosteal reaction is present and cortical 
fissuring is a prominent finding. 
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Fig. 3. Salmonella osteomyelitis complicating 
sickle cell anemia. The left elbow exhibits multi- 
focal destructive areas in the upper portion of the 
shaft of the radius and ulna. Marked prolifera- 
tive periosteal reaction is present and cortical fis- 
suring (arrow) is a prominent finding. (Same case 
as Fig. 4.) 


Films of the thoracolumbar spine (fig. 4A) 
made eight weeks after admission revealed the 
development of a destructive process involving the 
thoracic 12, lumbar 1 and lumbar 2 vertebrae. 
Earlier films showed the classic ballooning of the 
disc spaces, with a generalized decrease in den- 
sity of the centra prior to the vertebral collapse. 
Films made three weeks later after recovery (fig. 
4B) show bony sclerosis and healing without evi- 
dence of progression of the destructive process. 
No bacteriologic studies were made from this re- 
gion. 


Case 3 (fig. 5). 


A 6 month old Negro female infant was ad- 
mitted to the pediatric service because of a pain- 
ful, tender, swollen right knee. During hospitali- 
zation Sal. choleraesuis was cultured from turbid 
fluid removed from the right knee joint. There 
was only a mild nutritional anemia and several 
sickle cell preparations revealed no abnormal ery- 
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Fig. 4. The thoracolumbar spine shows a marked destructive involving T-12, L-1 and L-2 with verte- 
bral ry + (A). There is narrowing of the intervening disc spaces characteristic of an infectious pro- 


cess. A 


film made three weeks later (B) shows bony sclerosis and disc space bridging indicating healing 


without further evidence of destruction. (Same case as Fig. 3.) 


throcytes. Electrophoretic studies showed a nor- 
mal hemoglobin, type A. There was no history of 
blood transfusions. The child did not appear ill at 
any time. 

Films of the right knee (fig. 5) showed soft- 
tissue swelling, joint effusion and scattered areas 
of subchondral bone destruction in the proximal 
epiphyseal center of the tibia, There is subepiphy- 
seal lysis of bone in the proximal end of the tibia, 
with minimal evidence of periosteal new bone. A 
moderate-sized radiolucent defect is noted in the 
anteromedial aspect of the tibial metaphysis. 


Comment 


We have taken this opportunity to study 
and compare 3 cases of Salmonella osteo- 
myelitis, 2 of which were complications of 
sickle cell anemia. This summary is pre- 
sented as further support of previous ob- 
servations by Hodges'’*), Hughs and Car- 
roll’*), and Lohmuller and Marshall‘) that 
Salmonella osteomyelitis complicating sickle 
cell anemia probably is. more than coinci- 
dental. 


The predisposition of the infectious pro- 
cess to involve predominantly the diaphy- 
sis rather than the metaphysis, and intra- 
cortical fissuring parallel to the long axis 
of the involved bone are illustrated, and 
may well be valid as specific diagnostic 
aids in roentgen examinations done fairly 
early in the disease. 


Only a limited number of cases through- 
out the literature have been available for 
review, but specific and similar findings 
are being described constantly. A striking 
difference is seen between the bone changes 
in our 2 patients with both diseases and 
those in the child who had Salmonella os- 
teomyelitis in the absence of sickle cell 
anemia. 


Some disagreement has arisen regarding 
the opinions expressed by Rowe and Hag- 
gard"), who reported 2 cases of bone 
changes in children with sickle cell anemia. 
Sal. typhimurium was cultured from an ab- 
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Fig. 5. Salmonella arthritis and secondary osteomyelitis, Radiographs of the right knee (A & B) 
show joint effusion and scattered areas of subchondral bone destruction in the proximal epiphyseal cen- 
ter of the tibia. There is subepiphyseal lysis of bone in the proximal end of the tibial metaphysis with 


minimal evidence of periosteal new bone. 


scess on the hand in 1 case. The authors be- 
lieved that the abnormal bone picture was 
not related to the Salmonella organism but 
due rather to infarction alone. While bone 
infarction may be a predominant factor in 
producing pathologic bone changes in un- 
complicated sickle cell anemia, other inves- 
tigators do not share the view that the ex- 
tensive changes accompanying salmonello- 
sis can be explained other than by the pre- 
sence of septic bone disease. This is also 
our belief, since in 2 of the cases presented 


in this paper salmonella] osteomyelitis com- 
plicating sickle cell anemia was definitely 
established and the unique bone changes 
which have been described by others in this 
combination of diseases are validated. 


Summary 


Three cases of Salmonella osteomyelitis 
occurring in Negro children are reported. 
Sickle cell anemia was proved to be present 
in 2 of the cases. The skeletal changes oc- 
curring in these cases give further support 
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to the opinion that children with sickle cell 
anemia have a predisposition to osteomye- 
litis and that there is a striking tendency 
for paratyphoid organisms to be the offend- 
ing agents. The roentgen characteristics of 
polyostotic involvement, particularly of the 
upper extremities, diaphyseal predilection, 
extensive periosteal proliferation, and 
longitudinal fissuring of the cortex of tu- 
bular bones are further substantiated. 
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The Cornell Medical Index 


Health Questionnaire as a Diagnostic Aid 


ROBERT R. HUNTLEY, M.D. 
CHAPEL HILL 


The absolute necessity of a complete 
clinical history in the adequate evaluation 
of patients is well recognized. However, 
this part of the work-up is quite time con- 
suming and any procedure which would 
shorten the time required without reducing 
the quality of the history would be a useful 
adjunct to patient care. The use of the 
Cornell Medical Index Health Question- 
naire in ambulatory patient care has been 
well described by Brodman and others’? 
and Erdmann), The present study was 
undertaken to discover if this question- 
naire would be of value in improving the 
completeness of clinical histories as _ ob- 
tained in a teaching hospital out-patient de- 
partment. 


Procedure 
During the summer of 1959 a copy of the 
Cornell Medical Index-Medical Question- 
naire (CMI) and an explanatory letter 
were mailed to 92 consecutive patients who 
had been given their first appointments for 
complete medical evaluation in the General 


From the Departments of Medicine and Preventive Medi- 
cine, University of North Carolina School of Medicine, Chapel 
Hill. 


Clinic of the North Carolina Memorial Hos- 
pital. The accompanying letter explained 
the purpose of the form and requested that 
it be returned at the time of the clinic visit. 
Twenty-two of these patients cancelled or 
failed to come in for their appointments. 
Thus 70 patients (76 per cent) who were 
mailed CMI’s came in for diagnostic work- 
up. Of this number, 56 patients (80 per 
cent) returned with the forms completed, 
which means that 60 per cent of the origin- 
al 92 CMI’S were recovered for study. 


When the form was received by the clinic 
secretary it was delivered directly to the 
author, so that it was not used in the clin- 
ical evaluation of the patient. Each form 
was then studied and tentative clinical im- 
pressions were recorded. These impressions 
were usually coded as tentative diagnoses, 
but in some instances they were coded sim- 
ply as “systems requiring careful study.” 
The CMI’s were further examined for evi- 
dence of emotional disturbance on the basis 
of the total number of positive answers, as 
well as the positive answers to certain spe- 
cific questions designed to bring out evi- 
dence of psychopathologic disorders. 
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After this portion of the study was com- 
pleted, and some weeks after these patients 
were first seen, their clinical records were 
examined from the standpoint of diagnoses 
made, pertinent points in the history indi- 
cated on the CMI but not mentioned on the 
clinical work-up, diagnoses made clinically 
which were not suggested by the CMI, and, 
finally, the emotional evaluation of the pa- 
tient from the CMI as compared with that 
made by the examining physician and re- 
corded on the clinical record. 


Results 


As a result of this comparison, it was de- 
termined that in 51 patients (90 per cent) 
the primary diagnosis was correctly indi- 
cated by the CMI, at least by system. In 5 
(10 per cent) the diagnosis was missed by 
the CMI. The five diagnoses missed _in- 
cluded functional heart murmur, glaucoma, 
anxiety reaction, cardiac neurosis, and non- 
toxic, benign thyroid nodule (table 1). 

The CMI correctly indicated the system 
in which the secondary diagnosis occurred 
in 29 of the 35 secondary diagnoses made. 
Twenty-one charts contained no secondary 
diagnosis. Thus in 83 per cent of the second- 
ary diagnoses the correct system was indi- 
cated by the CMI. Secondary diagnoses 
which were not indicated included mental 
deficiency (2 cases), benign prostatic hy- 
perplasia, hypertensive cardiovascular dis- 
ease with congestive heart failure (in a 
patient with carcinoma of the lung), and 
neurologic deficit of the left leg of unknown 
etiology. 

On 13 charts a third diagnosis was re- 
corded and in all 13 instances this diagnosis 
had been indicated by the CMI. The major- 
ity were such diseases as varicose veins, 
benign prostatic hyperplasia, ard obesity. 

In 21 of the 56 clinical records (38 per 
cent), a significant emotional element in 
the patients’ problems was noted. In 2 of 
these, this element was not detected by the 
CMI. On rereading these two CMI’s, how- 
ever, it was apparent that one of the pa- 
tients presented evidence of hysterical 
symptomatology by volunteering a consider- 
able amount of information which was not 
requested, and by having a large total of 
positive answers. The fact that a number 
of these positive answers concerned the 
cardiovascular system led to the erroneous 
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Table 1 
Use of the Cornell Medical Index-Questionnaire 
With 92 Consecutive Patients 
Total CMI’s mailed 92 
No. patients keeping 

appointment for work-up 70 
No. of CMI’s returned 56 (80%) 
Detection of primary diagnosis 

by CMI 90% 
Detection of secondary diagnosis* 

by CMI 83% 
Detection of third diagnosis* 

by CMI 100% 
Possible “Missed diagnosis” 

detected by CMI 15 (26%) 
Emotional problems recognized on 

clinical evaluation 38% 
Emotional problems indicated 

by CMI’s 10% 
*Applicable where a secondary or third diagnosis 
was present. 
impression (from the CMI) that she had 
heart disease, whereas the clinical diagnosis 
was cardiac neurosis. 

According to the CMI, 38 of the 56 pa- 
tients had significant emotional problems 
(70 per cent as compared with 38 per cent 
from the clinical studies). Most of these 
patients gave positive answers to such 
questions as, “Do you get nervous and 
shaky when approached by a superior?”; 
“Do you usually feel unhappy and de- 
pressed?”; “Do you often cry?”’: “Do you 
often wish you were dead and away from 
it all?”; “Are you always in poor health?”’; 
“Are you always ill and unhappy?”’, and 
others in this vein. It is suspected that these 
patients have emotional problems which 
were overlooked during their clinical exam- 
inations. This is not to say that the emo- 
tional problem represented the primary 
diagnosis, because in the majority of cases 
it most likely did not. In order to under- 
stand a patient’s illness, however, these 
factors are of obvious importance. 

In this group of 56 cases, a total of 15 
(26 per cent) organic diagnoses, all of at 
least potential importance to the patients, 
were suggested by the CMI’s but not noted 
on the clinical history. These included hem- 
orrhoids in 2 patients: arthritis and vari- 
cose veins in 1; varicose veins in 1; epilep- 
sy in 2; deafness in 1; alcoholic intake and 
a history of jaundice in 1; a history of pro- 
bable syphilis in 1 (later confirmed by a 
positive VDRL); a draining ear with de- 
creased hearing in 1; a history of worms 
with a clinical finding of 7 per cent eosino- 
philia and no stool studies in 1: vaginal 
discharge in 1, with no pelvic examination 
recorded; a history of rheumatic fever in 
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1 patient, who was found on examination 
to have a mitral systolic murmur believed 
by the examiner to be functional; bladder 
symptoms in 1 patient with pyuria on urin- 
alysis, which was not further treated or 
evaluated; nasal allergy in 1; and symp- 
toms strongly suggestive of peptic ulcer in 
1 patient on whom review of systems was 
recorded as “GI negative.” 


Comment 


Those who have worked most intensively 
with the Cornell Medical Index-Health 
Questionnaire are impressed with its value 
as an adjunct to comprehensive evaluation 
of patients’). It is easily administered and 
can usually be completed in less than 30 
minutes by a patient who has had an ele- 
mentary education. Other patients may re- 
quire help, which can frequently be given 
by a relative. In the present study all ex- 
cept one of the CMI forms submitted were 
properly completed, and in that one the 
questions that were answered correlated 
well with the clinical] history. 


This study tends to confirm the impres- 
sion that the CMI serves to give a more 
comprehensive review of systems, as well 
as to provide insight into the emotional and 
personal problems of patients which other- 
wise is difficult to obtain. This is particu- 
larly true in the evaluation of new patients. 
Thus it would seem that this instrument 
should be widely applicable in office and 
and clinic practice. It should also be useful 
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in obtaining more complete medical records 
in community hospitals. The fact that this 
type of medical information is easily ob- 
tained and quickly evaluated by the phy- 
sician should result in better patient care 
where it is used to complement a carefully 
taken clinical history. 


Summary 


The results of a comparative study of 
tentative diagnoses made by means of an 
evaluation of Cornell Medical Index-Health 
Questionnaires and clinical evaluations made 
independently have shown that the CMI in- 
dicates the area of the patient’s major 
medical problems in the majority of in- 
stances, and points out minor medical and 
emotional problems which might otherwise 
be overlooked. It would therefore appear to 
have wide usefulness in medical practice. 
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The depressive episodes may vary greatly in intensity. The mildest 
varieties may be unrecognized clinically and may appear only as periods 
of inertia or “staleness.” The patient may complain merely of fatigabil- 
ity and a lack of ambition with an unexplained difficulty in concentrating 
his attention on tasks at hand. He may worry about matters that pre- 
viously he had been able to resolve without difficulty. His family may re- 
late that he has become stubborn, peevish and fault-finding. Physically 
he may complain of anorexia, loss of weight and disturbed sleep. The 
most typical variety of insomnia is that of early morning awakening and 
sleeplessness for the two or three hours before the accustomed time of 
arising. The patient usually believes that his disorder is of organic ori- 
gin and that his downheartedness is the natural result of his ill health. 
Too often such patients are subjected to well-meaning but useless “‘treat- 
ment” with vitamins, hematinics and a variety of sex hormones, Barry, 
M.J., Jr., and Faucett, R. L.: The Depressed Patient, Proc. Staff Meet., 


4 
gn 
3 
} 
4 
t 
2 f 
i 
fig 
~ 
5 
t 
wae 
/ 


February, 1960 


yr 


The Tissue Committee In A General Hospital 


LEDYARD DECAMP, M.D. 
CHARLOTTE 


In the summer of 1952, following recom- 
mendations of our pathologist, a Tissue 
Committee was appointed by the executive 
committee of the staff of Presbyterian 
Hospital in Charlotte. The primary reason 
for this action was (1) to encourage staff 
members to maintain more complete and 
detailed records of surgical patients, and 
(2) to comply with recommendations of 
the Joint Commission on Accreditation of 
Hospitals. 

The Tissue Committee has usually con- 
sisted of the following: a member of the 
Department of Internal Medicine as chair- 
man; a general surgeon or urologist; an ob- 
stetrician and gynecologist; a pathologist, 
and a radiologist. In the first two years of 
its existence the Committee met twice a 
month, but in the last four and a half vears 
it has not had to meet more than once a 
month, as the number of charts to be re- 
viewed has steadily dropped. 


The hospital charts selected for review 
were those in which some discrepancy be- 
tween preoperative and postoperative diag- 
noses, a discrepancy between the clinical 
and pathologic diagnoses, or both were 
noted by the chief of the Department of 
Pathology. Over the six and a half years 
span of this survey, between 80 and 85 per 
cent of all the charts studied were found 
to be satisfactory on close scrutiny (table 
1). A number of records studied were con- 
sidered to be incomplete in certain re- 
spects, and were referred to the Record 
Committee for completion. This number 
averaged 18 per cent in the first two years, 
falling to approximately 11 per cent in the 
last three years of this study. 

A final group were those charts in which 
the clinical and pathologic diagnoses were 
at wide variance or indications for surgery 
were felt to be inadequate following the 
submission of additional data by the at- 
tending physician. In the first two years of 
the survey this category averaged 25 per 
cent of all charts reviewed and dropped to 
a little more than 7 per cent in the last 
three years of our study. 


From [Presbyterian Hospital, Charlotte, North Carolina. 


Table 1 


Experience of Tissue Committee 


Average Number 
Each Six Months Per Cent 
First Last First Last 
Two Three Two Three 
Years Years Years Years 
Charts reviewed 84 21 
Charts found 
satisfactory 
Incomplete charts 
Charts showing 
questionable indica- 
tions for surgery 21 3 25 7.3 


33 85.7 80 
4.6 18 11 


Every referred chart in the latter cate- 
gory was accompanied by a brief note ex- 
pressing the Committee’s views and re- 
questing additional information which 
might have any direct bearing on the case. 
This step frequently led to the submission 
of additional history, summaries of office 
treatments, and so forth, which placed an 
entirely different light on the procedure 
performed and justified re-classifying the 
record as satisfactory. 


The Tissue Committee has functioned in 
an advisory capacity entirely, and reports 
its findings to the executive committee of 
the staff. It was originally intended that 
any disciplinary measures would be taken 
by the executive committee. In the six and 
a half years of operation no member of the 
staff has had to be disciplined for repeated 
ill advised or unnecessary surgery. 

In its first vears of operation an occa- 
sional staff member took issue with the 
Tissue Committee’s comments or recom- 
mendations. A year of membership on the 
Committee gave these physicians a clearer 
insight into the problems of evaluating the 
managment of a controversial case, and 
helped to show that the value of a record 
depends upon what is recorded in it, rather 
than on office notes. 

Figure 1 graphically summarizes the re- 
sults of the Tissue Committee’s experience 
over the period from August, 1952, to 
March, 1959. It might be worth mention- 
ing that in the last year of this survey 
there was an increase in bed capacity from 
280 to 402 and almost a 40 per cent in- 
crease in the amount of surgery done. In 
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spite of this increase, the number of in- 
complete records or unjustified operations 
has dropped to almost zero. 


Conclusions 


It is believed that the two most important 

contributions that can be made by a con- 

scientiously functioning Tissue Committee 
in a non-teaching general hospital are the 
following; 

1. The improvement of perfunctory and 
incomplete records by filling in addi- 
tional details of the patient’s illness 
and past medical history that have a 
direct or an indirect bearing on the 
operation performed. 

2. The reduction of the number of ill ad- 
vised or hasty operations performed 
on the basis of perfunctory or inade- 
quate preoperative studies by requir- 
ing staff surgeons to give reasonable 
justification for whatever procedure is 
done on each hospital record. 


Discussion 


Dr. C. T. Daniel (Fayetteville): This is a timely 
subject, for I feel that much can be done to im- 


February, 1960 


prove the tissue committee in many of our hos- 
pitals. I wholeheartly agree on the conclusions 
reached by the author; namely, that improved 
records lead toward improved practice, with fewer 
instances of unwarranted or ill-advised surgery. 

The reaction to a tissue committee is quite var- 
iable. It is assumed that the majority of doctors 
are competent and strive to give the best possible 
care to a patient. It is also evident that most doc- 
tors tend to resent any form of restrictive super- 
vision of their activities. The tissue committee 
must strive to avoid personality clashes and con- 
duct itself in such a manner that its purpose can 
be accomplished without causing ill will, 

I would like to mention a few points that I feel 
contribute to the efficiency of our tissue committee. 
Rather than have the pathologist screen our charts 
for discrepancies, we utilize the clinicians on the 
committee who are better suited to evaluate a 
case as a whole. There are many cases in which 
the clinical and pathologic diagnoses agree, but 
the procedure performed is questionable. 

The function of the tissue committee as an edu- 
cational tool is stressed. Well managed cases of 
general] interest are often presented during a ses- 
sion. At the present time we are trying a plan 
that is aimed at leaving the name of the operator 
out of the discussion if he desires. When a chart 
is to be presented, the physician is notified and 
given an opportunity to discuss the case with the 
committee prior to the staff meeting. The case is 
then presented by a qualified member of the com- 
mittee, utilizing the materia] available in the 
record and supported by data from the recent 
literature in his disctssion. 

One of the objections voiced by critics of the 
committee has been that cases brought up for dis- 
cussion usually resolve into discussion of gyne- 
cologic procedures. 

In reviewing our records for the past year, I 
found that 72 per cent of the tissues studied were 
from gynecologic patients. Approximately half of 
these patients were operated on by doctors other 
than gynecologists. It was encouraging to note 
that the uterine suspensions, bilateral salpingec- 
tomies, exploratory laparotomies, and therapeutic 
abortions had been reduced to a minimum. I have 
little doubt that a tissue committee made up of 
qualified, conscientious members can do a great 
deal toward raising our surgical standards. 


No prescription should ever leave the physician’s hands unless it is 
dated and explicit directions regarding dosage, method of administration 
and refills are given. The term “as directed” should never be used. These 
simple steps are essential if the physician is to protect his patient pro- 
perly.—Friend, D. G.: Polypharmacy—Multiple-Ingredient and Shotgun 
Prescriptions, New England J. Med. 260:1017 (May 14) 1959. 
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Non-Hormonal Adrenal Cortical Carcinoma 


A Case Report 
ARTHUR FREEDMAN, M.D. 


and 


W. RALPH DEATON, JR., M.D. 
GREENSBORO 


Primary tumors of the adrenal] cortex are 
quite rare, and adrenal cortical carcinomas, 
which are non-hormonal and as such pro- 
duce no evidence of glandular effect, are the 
rarest of all. (Cahill and Melicow’s'' class- 
ification is helpful in placing such tumors 
in perspective with other tumors of the 
adrenal gland.) Unfortunately, the non- 
hormonal tumors are also among the most 
malignant of all tumors, and in the major- 
ity of the reported cases the diagnosis has 
been made only after metastases have de- 
veloped. Wood and others’), in a survey of 
the European and American literature from 
1923 to 1957, were able to find reports of 
only 27 cases wherein the diagnosis had 
been made before metastases occurred. The 
metastases have typically invaded the soft 
tissues—namely, the retroperitoneal lymph 
nodes, the liver, and the lungs, usually in 
that order. Death usually ensues within a 
year after metastasis occurs or is discov- 
ered. Heinbecker and others'*' out of 16 
cases of cortical carcinoma could report 
only one patient alive, and this only 10 
months after the operation. Their longest 
period of survival was three years. 

The case described in this report differs 
from those which have been reported pre- 
viously in two respects; (1), the longevity 
of the patient after the disease was dis- 
covered, and (2) the pattern of the metasta- 
ses. 


Case Report 


The patient, a white man, was first seen 
at the age of 41 because of a urinary tract 
infection. Examination at that time re- 
vealed a movable mass approximately the 
size and shape of a large orange, and visible 
on x-ray examination of the abdomen, un- 
der the left subcostal margin; the patient 
had been previously unaware of the mass. 
He was treated successfully for the urinary 
infection, but refused laparotomy for remov- 
al of the mass. 


From the Medica] and Surgical Services of the Moses H. 


Cone Memorial Hospital, Greensboro, North Carolina. 


He was seen three years later by another 
physician for right ureteral calculus. The 
record contains no mention of the mass in 
the left upper quadrant. Albumin and red 
blood cells were present in the urine. An in- 
travenous pyelogram revealed hydronephro- 
sis on the right, but no abnormality in the 
region of the left kidney was seen on the 
x-ray films. The blood calcium was 9.4 mg. 
per 100 cc., and the phosphorus was 2.4 mg. 
per 100 ce. 


His next examination was a year later, 
when he complained of headache, vomiting, 
and pain in the left lower quadrant of the 
abdomen. On this occasion the mass in the 
left upper quadrant was again identified. 
Blood pressure was 110 systolic, 80 diastol- 
ic. Six months later, or four and a half 
years after the mass was first discovered, 
the patient, now 45 years old, complained of 
episodes of fainting, and a weight loss of 
20 pounds. He had been working in a steel 
mill at hard physical labor, and except for 
the illnesses described above had been well. 
A nontender firm, grapefruit-sized mass 
(roughly 15 em. in diameter) which moved 
with respiration was present in the left up- 
per quadrant. Blood pressure was 140 sys- 
tolic, 90 diastolic. Laboratory studies re- 
vealed microscopic hematuria, a flat glu- 
cose tolerance curve, an eosinophil count of 
176 per cubic millimeter, a negative spinal 
puncture, normal hemogram, sedimentation 
rate of 8 millimeters per hour, and a nor- 
mal intravenous pyelogram. The barium- 
filled stomach was seen to be displaced 
cephalad and medially by the mass when 
the patient was in the prone position. 


On exploratory laparotomy a_ spherical 
solid tumor was found attached to the lower 
pole of the left adrenal gland. The entire 
gland and tumor were removed together. 
The pathologic report (H. L. Lennon, M.D.) 
stated that the specimen was a smooth 
rounded encapsulated mass, 11.5 cm. in 
diameter. On cut section (fig. 1), the per- 
iphery was described as soft and yellow, 
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Fig. 1. Low power photomicrograph showing the 
demarcation between the cortical adenoma (upper 
right) and the degenerating malignant tissue 


(lower left). 


with a central gray area, 7 cm. in diameter, 
which showed evidence of hemorrhagic de- 
generation. Another degenerative gray area, 
3.5 em. in diameter, was present near one 
edge of the mass. Both grossly and micro- 
scopically the yellow tissue was consistent 
with typical adrenal cortical adenoma (fig. 
2). On examination of tissue degenerative 
areas, the cells, although of adrenal origin, 
were large and irregular in shape, staining 
characteristics, and arrangement (fig. 3). 
The line of demarcation between the gray 
and yellow tissue was sharp for the most 
part, with a narrow fibrous band between; 
however, areas suggestive of invasion of the 
adenoma by the larger irregular cells were 
seen. The pathologic diagnosis was adrenal 
cortical adenoma with carcinomatous de- 
generation. 


The patient was given smal] quantities 
of steroids postoperatively, because the 
functional status of the opposite adrenal 
gland was unknown. The dosage was rapid- 
ly reduced and then terminated on the fifth 
day. On the seventh postoperative day dis- 
ruption of the wound occurred and secon- 
dary closure was necessary. The patient re- 
covered and returned to hard physical la- 


bor. 


Two years later he began to complain of 
low back pain, but physica] examination 
and roentgenograms of the spine revealed 
no abnormality. Four months afterwards, 
when the back pain had become more in- 
tense, x-ray examination revealed sclerotic 
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Fig. 2. High power photomicrograph of adenom- 
atous portion of tumor shown in figure 1. Note 
the regularity of arrangment and a tendency to 


form glands. 


changes in the fourth lumbar vertebra, with 
proliferative spurring at the bone margins 
(fig. 4). The joint spaces were well pre- 
served. The cause of this lesion was un- 
known, but metastatic carcinoma was con- 
sidered. The knee jerk was now absent on 
the right and there was sensory loss involv- 
ing the fourth lumbar dermatome on the 
right. A myelogram showed encroachment 
on the spinal canal in the region of the 
third to the fifth lumbar vertebrae. Micro- 
scopic hematuria was again present; the 
hemoglobin was 14.5 Gm., the white blood 
cell count 17,000 with 80 per cent polymor- 
phonuclears, calcium was 9.4 mg. per 
100 cc., phosphorus was 2.4 mg. per 100 cc., 
alkaline phosphatase was 1.8 Bodansky 
units, and acid. phosphatase was 1.3 Bodan- 


Fig. 3. High power photomicrograph of malig- 
nant tissue shown in figure 1, Note irregularity 
of shape, staining charact-ristics, and arrange- 


ment. 
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Fig. 4. Roentgenogram of the lumbar spine, 
showing sclerosis of the fourth lumbar vertebra. 


sky units. After empirically administered 
radiation to the sclerotic vertebra afforded 
no relief of pain, surgical decompression of 
the fourth and fifth lumbar roots was per- 
formed (R. H. Ames, M.D.). At operation 
the bone appeared abnormally soft, but no 
definite tumor could be identified. The fifth 
lumbar nerve on the right was seen to be 
displaced by a mass of reddish soft tissue 
overlaid by large blood vessels. Biopsy 
specimens were described by the pathologist 
(H. C. Lennon, M.D.) as necrotic tissue, 
with only a few cells present. It was felt 
that these cells might be neoplastic, but 
their origin was in doubt, and they did not 
resemble adrenal] cortical tissue. 


The pain was temporarily relieved by the 
decompression, but recurred three months 
later, and left cervica] cordotomy was per- 
formed. Soon after this procedure the pain 
became generalized on the contralateral 
side, and opiates were needed in increasing 
quantity. Sometime during the next several 
months an irregular abdominal mass was 
palpated, seemingly fixed to the anterior as- 
pect of the third lumbar vertebra. Concur- 
rently the patient began to complain of pain 
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Fig. 5. Chest roentgenogram showing metasta- 
sis in the left lower lung field. 


in the left anterior part of the chest. An- 
other exploration at the fourth lumbar ver- 
tebra was performed, and this time a mass 
of gray tissue arising from the anterior 
surface of the spinal canal was removed. 
Microscopically (H. Z. Lund, M.D.) there 
were atypical round and polyhedral cells. 
The diagnosis was undifferentiated carcin- 
oma with reactive (probably radiation) 
fibrosis. 


The patient was not made comfortable; 
he demanded opiates constantly, he had 
high fever daily, and systemic deterioration 
became pronounced. The total protein was 
6.5 Gm. with 3.2 Gm. of albumin and 3.8 
Gm. of globulin. The hemoglobin was now 
10.3 Gm., cephalin flocculation was nega- 
tive, and the alkaline phosphatase was 1.4 
Bodansky units. Oral corticosteroid ther- 
apy was tried with striking success, and the 
patient was symptom-free for the next few 
months (this was three and a half years 
after removal of the tumor, and a year af- 
ter the cordotomy). Pain subsequently de- 
veloped in the left upper part of the chest 
and the left shoulder, and the irregularly 
shaped pre-lumbar mass grew larger. Hem- 
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Fig. 6. Low power photomicrograph showing 


lung metastasis found at autopsy. 


oglobin was 9.6 Gm.; alkaline phosphatase 
was 5.8 Bodansky units; blood electrolytes, 
urinary 17 ketosteroids, and 17 hydroxy- 
corticoids were normal. A new sclerotic le- 
sion in the first lumbar vertebra was noted 
on x-ray, and a few weeks later a lesion 
projecting into the left pleural cavity from 
the chest wall was demonstrated (fig. 5). 


Marked dehydration, fever, anorexia, and 
4 wasting occurred. Terminally paraplegia 
developed, with paralysis of the bladder 
and rectum. The patient expired at 49 years 
of age, eight and one half years after the 
tumor was first detected, slightly less than 
four years after its surgical removal and 
identification, and 18 months after an iso- 
lated metastatic lesion in the fourth lumbar 
vertebra was recognized on x-ray. 


At autopsy (J. Harrup, M.D.), metasta- 
tic carcinoma was found in the ribs, ver- 
tebrae, sacrum, lungs (figs. 6 and 7), liver, 
and cauda equina, the last by extension 
from the surrounding bone lesions. Over- 
lying the lower vertebrae and sacrum was 

a a smooth, round, deep purple mass measur- 
a ing 20x15x12 em. The right adrenal gland 
was normal. Generally, the lesions showed 
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Fig. 7. High power photomicrograph of figure 6. 
Note similiarity to figure 3. 


extensive necrosis, but there were areas 
resembling normal adrenal] tissue, being 
yellow and firm on the gross examination 
and revealing glomerulosa-like arrange- 
ment microscopically. 


Comment 


Adrenal cortical tumors are not infre- 
quently found during routine autopsies. At 
times it is quite difficult to tell whether 
there is an actual benign tumor or merely 
cortical hyperplasia. Usually hyperplastic 
nodules are small, 1 to 2 cm. in diameter, 
and have a regular cellular arrangment. 
The benign tumors tend to be larger, have 
a definite capsule, present a disorderly 
architectural pattern, and show individual 
cellular variation in size, form, and stain- 
ing characteristics. Likewise, it may be 
difficult to distinguish a malignant cortical 
tumor from a benign one. The only absolute 
signs for diagnosing malignancy, other 
than the presence of metastases, are inva- 
sion of either the capsule or veins, Relative 
indications of malignancy are _ necrosis, 
hemorrhage, calcification, pleomorphism, 
and atypical nuclei. Some authors'*’ believe 
that benign adenomas may undergo malig- 
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nant transformation. The tumor of the case 
being reported showed capsular invasion 
initially, and it certainly appeared that the 
malignant area had arisen within by 
a large benign cortical adenoma. Such an 
appearance has been typical of the pre- 
viously reported cases of non-hormonal 
adrenal cortical carcinoma. 


Summary 
A case of non-hormonal adrenal cortical 
carcinoma with osteoblastic metastasis to 
the fourth lumbar vertebra is described. 
The tumor was removed four and one half 
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years after it was first discovered; metasa- 
ses appeared two years later, and death 
occurred 18 months after that. 
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Silo - Filler’s Disease 


Report of Two Cases in Henderson County, 
North Carolina 
EUGENE G. EVANS JR., M.D. 
LESTER B. MCDONALD, M.D. 


RICHARD A. PORTER, M.D. 
HENDERSONVILLE 


The following two cases are being re- 


ported in order to alert the medical pro- 
fession to the occurrence of so called “silo- 


filler’s disease” in this state. Curiously 
enough this rather prevalent agricultural 
hazard in its various modifications was not 
clearly recognized and defined by medical 
investigators until about 1956, at which 
time reports were first published in the 
medical literature by several different 
groups in the middle western states). 


Report of Cases 
Case 1. 

A 65 year old white male dairy farmer 
was seen at his home on October 28, 1956, 
five days prior to admission, with a history 
of acute illness marked by severe cough and 
weakness during the previous two weeks. 
He dated his illness from the time he 
climbed an enclosed ladderway to the top 
of his silo, a distance of 40 feet. This act 
required about five to eight minutes. The 
silo was a permanent concrete tower-type 
structure, and had been rapidly filled with 
freshly harvested corn silage four days pre- 
viously. The soil had been heavily fertilized 
with nitrogen that year and during the pre- 
ceding several years. The silo and its con- 


necting chute were enclosed and unventilat- 
ed except for the opening at the bottom of 
the chute. Half way up the chute the patient 
began to feel extremely ill and reasoned 
that he must either climb down or up to the 
top where he could reach fresh air. He re- 
membered that certain gases prevalent in 
recently filled silos were heavier than air, 
so he decided to go up. He reached the top, 
where he opened a window, put his head out, 
and revived. He stayed there about 10 min- 
utes and then descended to fresh air as rap- 
idly as possible. 

Almost immediately he began to cough 
and to manifest symptoms similar to pre- 
vious episodes which he called ‘‘asthma.” 
From then on he became very weak, lost 
his appetite, and took to his bed. The cough 
became highly productive of thick heavy 
purulent sputum, but he denied having spit 
up any bloody sputum during the first 
week. His wife stated that his appetite had 
been very poor. He had been content to lie 
in bed, which was unusual for him. His 
temperature had been rising to approxi- 
mately 100-101 F. each night, falling in 
the early morning hours, accompanied by 
profuse, drenching sweats. There had been 
no chest pain and dyspnea had not been pro- 
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Fig. 1: Roentgenogram made on November 2 
1956 at time of admission to hospital. Patient in 
recumbent position, 50 inch exposure. Marked mul- 
tiple discrete infiltrative lesions scattered through- 
out both lung fields, more prominent in the right 
than the left. 


nounced, but he had some shortness of 
breath after a protracted coughing spell. 
Beginning on October 28, 1956, he had been 
treated with intramuscular penicillin, 
600,000 units daily for three days, with no 
improvement, then with oral oxytetracy- 
cline, 1.0 Gm. daily for two days; but his 
temperature was still elevated to 102 F. On 
the day before admission his sputum was 
slightly blood-tinged. 


Past history: The patient had been a 
farmer for 10 years but had never had an 
experience of this type before, although he 
had heard of men becoming ill in silos. He 
had his first attack of asthma in 1930, fol- 
lowing the plowing of a large area of brush 
and weeds. He stated that each winter 
thereafter he had an attack of what he 
called “influenza,” with the development of 
asthma. He came from Florida to this coun- 
ty in 1946 and thought he had escaped his 
usual winter illnesses; he rarely had colds, 
was able to work hard, and was seen by 
the attending physician in only two epi- 
sodes of upper respiratory infection in six 
years (December, 1950, and May, 1952), 
both responding to three daily injections of 
penicillin. He stated that he had not seen 
a physician in the preceding three years, 
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Fig, 2: Re-examination of thorax on 11 Novem- 
ber 1956. This and subsequent roentgenograms 
made in upright position with 72 inch exposure. 
Marked spotty infiltrative lesions. Little change. 


and had had no colds during that time. He 
had never had pneumonia or pleurisy. 


Physical examination: On admission to 
the hospital on November 2, 1956, the pa- 
tient was a tall, lean, lanky white male who 
lay in bed and had every appearance of 
acute illness. His color was moderately 
good, and he was not particularly cyanotic. 
His cheeks were flushed. Respiration was 
fairly rapid (22 per minute), temperature 
102.4 F, pulse 100 beats per minute and 
regular, and blood pressure 110 systolic, 80 
diastolic. The other pertinent physical find- 
ings were limited to the lungs: Breath 
sounds were harsh throughout; vocal res- 
onance and fremitus were not those of con- 
solidation, and there were a few crackling 
rales mixed with a few large bubbling 
rales. 


Accessory clinical findings: Urinalysis 
was normal except for a trace of albumin. 
Blood studies indicated 14.05 Gm. of hemo- 
oglobin per 100 cc., and 18,200 leukocytes, 
per cubic millimeter, with 9 per cent stab 
cells, 79 per cent segmented polymorpho- 
nuclears, 5 per cent lymphocytes, 3 per 
cent monocytes, 2 per cent basophils, and 
2 per cent eosinophils. The sedimentation 
rate of erythrocytes was 90 mm. in one 
hour (Westergren method). Three sputum 
smears for acid fast organisms were nega- 
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tive. Routine bacteriologic cultures of the 
sputum were reported as showing staphy- 
lococci, streptococci and diphtheroids, and 
cultures for fungi produced Candida albi- 
cans. Two cytologic studies of the sputum 
disclosed no evidence of neoplasm. 


On admission a roentgenogram of the 
thorax (fig. 1) as interpreted by Dr. Kar] 
Kaufman, radiologist, showed marked mul- 
tiple discrete nodular infiltrative lesions 
scattered throughout both lung fields, more 
prominent in the right lung and right base, 
but also pronounced in the central portion 
of the left lung field. 


Clinical course: Oxytetracycline was 
given intramuscularly for two days, then 
oral chloramphenicol therapy was initiated 
and continued for 15 days. The patient re- 
mained acutely ill, with a febrile course 
characterized by baseline rectal tempera- 
ture readings of about 101 F. and daily 
evening spikes to about 103 F., the latter 
accompanied by free perspiration, lethargy, 
and at times irrationality. He continued to 
have severe cough productive of a consider- 
able amount of pink, frothy and mucopur- 
ulent sputum. At times the sputum was 
frankly blood-stained. Harsh breath sounds 
persisted throughout both lung fields. He 
felt very weak. 


By November 11, 1956, there had been 
no appreciable improvement in the _ pa- 
tient’s condition. A chest film at that time 
(fig. 2) showed little change. On the same 
date corticosteroid therapy was begun, 
using 40 units of ACTH intramuscularly 
per day for three days, and concurrently 
5 mg. of prednisone, orally four times 
daily. The latter was continued in the same 
dosage about six days, following which 5 
mg. was given twice daily for the remain- 
der of his hospital stay and a short time 
thereafter. The patient’s condition im- 
proved dramatically within nine hours of 
the administration of the corticosteroid. 
He felt much better and his temperature 
dropped abruptly to normal the same day 
and remained less than 100 F. rectally 
thereafter. Nystatin was begun on Novem- 
ber 13, and was also continued throughout 
his hospitalization and for a short time 
thereafter. While in the hospital he con- 
tinued to show progressive improvement, 
although auscultatory findings in the chest 
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persisted in various degrees. He was dis- 
charged on November 21, 1956. Several 
chest roentgenograms showed progressive 
and complete resolution of the previously 
described lesions. Two illustrative films 
are seen in figures 3 and 4 taken on No- 
vember 14 and December 13, respectively. 

Follow-up information is not as precise 
as might be desired, but the patient appar- 
ently continued to have some difficulty with 
weakness, coughing episodes productive of 


. white mucus, and at times dyspnea, but his 


weight gradually returned to normal with- 
in the next two months. Treatment was 
conservative, consisting chiefly of standard 
expectorants. 

He returned to Florida to convalesce for 
about seven weeks during February and 
March, 1957, and was next seen on April 
3, with the same complaints and still had 
both inspiratory and expiratory musical 
wheezes in both lung fields. A repeat roent- 
genogram of the thorax at this time showed 
complete resolution of the infiltrative and 
fibrotic lesions in both lung fields, but a 
slight increase in the small pulmonic mark- 
ings was still present. Expectorants, bron- 
chodilators, and a regimen of intermittent 
antibiotic therapy were used over the next 
several months with variable results, the 
usual findings on examination being some 
wheezes in the lung fields. He was last seen 
professionally on July 30, 1957, at which 
time his lungs were clear to auscultation. 
He is still living and working, but a med- 
ical report of his present status could not 
be obtained. 


Case 2 

A 50 year old white male dairy farmer 
(who lived only 2 to 3 miles from the pa- 
tient in case 1) was seen at his home at 
about 9:30 P.M. on August 6, 1959, with a 
history of sudden smothering while eating 
supper a short time earlier. It was learned 
that he had filled his silo with wet green 
alfalfa and some clover and pasture grass 
during the previous day, and after letting 
it settle overnight had gone back the next 
evening just before dark for about 20 to 
30 minutes to pack it down and level it off 
a little. This silo was a concrete tower-type 
structure similar to the one in case 1. In 
contrast, however, both the silo and chute 
were open at the top. The silo measured 
about 35 by 12 feet and held 95 tons of sil- 
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Fig, 3: November 14, 1956. This roentgenogram 
taken on fourth day of corticosteroid therapy. 


age as opposed to 40 by 14 feet and a ca- 
pacity of 125 tons in the first case. About 
40 to 50 minutes after leaving the silo the 
patient noticed difficult breathing which he 
verbalized as: “Can’t get air in... smoth- 
ering . . . short of breath . . . having to 
breathe hard.” He had no previous history 
of asthma or pulmonary disease except for 
“pneumonia” in 1930, but recalled having 
smothering spells, mostly at night, on about 
six occasions during the preceding month 
or so, which he attributed to “indigestion 
or gas.” They were relieved by burping, 
and, unlike the present episode, they did 
not “close up and shut off” breathing. The 
dates of these episodes were rather vague, 
but may have occurred after the first alfal- 
fa ensiling operation around the latter part 
of April or first part of May, 1959. At that 
time, however, he did not re-enter the silo 
for five or six days after the filling. 


The patient was a well nourished, well 
developed male who was sitting up but hav- 
ing progressive intermittent dyspnea with 
frequent inspiratory gaspings for breath. 
His color was good, and he did not appear to 
be in pain. His temperature was 98 F., 
pulse 100 (strong), respirations 16, and 
blood pressure 140 systolic, 100 diastolic. 
Thoracic examination disclosed some 
wheezes in both lung fields, left more than 
right, but no dullness to percussion and no 


Fig. 4: December 13, 1956. Further resolution of 
previously described lesions. Increase in small 
pulmonic markings throughout both lung fields. 


change in vocal sounds. The heart was not 
enlarged, and there was no arrhythmia or 
murmur. The remainder of the physical 
examination was not remarkable. 


A 12-lead electrocardiogram taken at his 
home was entirely normal. He was given 
100 mg. of Solu-Cortef (hydrocortisone 
sodium succinate) intravenously, and 
started on dexamethasone, 0.75 mg. four 
times daily, given orally at home, the lat- 
ter being continued in decreasing dosage 
for a week. No antibiotics were given. He 
was seen in the office the following morn- 
ing as directed, and still had some inter- 
mittent gasping, but this sympton was less 
pronounced than on the previous night. 
Auscultation of his thorax still revealed 
some wheezing sounds. A roentgenogram 
of the thorax was obtained at that time 
and was interpreted by the radiologist as 
being normal. Seen again three days later 
as instructed, the patient stated that he 
still had to take an occasional “deep breath 
all through the day.” On physical examina- 
tion then his lungs were clear. His symp- 
toms had disappeared by August 14, 1959, 
and on subsequent examinations in Sep- 
tember and October he had remained asyp- 
tomatic and his chest was normal on phy- 
sical examination. 
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Comment 


Several authors") have outlined the per- 
tinent features of silo-filler’s disease syn- 
drome: Briefly they involve exposure to gas 
evolved from fresh silage during the initial 
fermentation stages of ensiling, beginning 
within a few hours after the start of a silo 
filling, reaching a maximum between one 
and two days later, and continuing at a de- 
creasing rate for a week or longer. The 
irritating gas has been identified as nitro- 
gen dioxide and its dimer nitrogen tetrox- 
ide. Several conditions thought to contri- 
bute to the high concentration of nitrates 
in plants under certain circumstances are 
listed as drought, high-nitrate soils, im- 
maturity of plants, and increased length of 
photoperiod. 


Lowry and Schuman”) suggest that 
there is a continuous spectrum consisting 
of different types and degrees of broncho- 
pulmonary injury by nitrogen dioxide de- 
pendent chiefly upon the amounts of gas 
inhaled and varying from: (a) acute pul- 
monary edema with death in less than two 
days, (b) edema and _ bronchopneumonia 
fatal before 10 days, (c) bronchiolitis 
fibrosa obliterans with death in three to 
five weeks, (d) bronchiolitis and focal 
pneumonitis with spontaneous recovery, 
(e) varying degrees of bronchitis and 
bronchopneumonia, and (f) chronic pul- 
monary fibrosis and emphysema. 

Case 1 in the present report appears to 
correlate closely with the criteria for sil- 
age gas induced bronchiolitis fibrosa obli- 
terans as outlined by Lowry and Schu- 
man'?>), 

Case 2 in this report would appear to fall 
within the bronchiolitis and focal pneu- 
monitis category. 

The use of cortisone in addition to anti- 
biotics and supportive therapy was sug- 
gested by Delaney and others‘'*’. Lowry 
and Schuman''”) mentioned the apparently 
favorable response to corticosteroids noted 
in 2 of their 4 cases. They cautioned, 
however, that the diagnosis of silo-filler’s 
disease must be assured before corticoster- 
oids are used, because widespread infec- 
tions, particularly miliary tuberculosis, 
may create a similar x-ray picture (and 
sometimes a similar clinical picture as 
well). Grayson’s case of acute pulmonary 
edema''’’ was treated with conventional 
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methods, plus hydrocortisone (Contef) ad- 
ministered intravenously, but the patient 
failed to respond to the latter and expired 
29 hours following exposure to the silage 
gas, thereby confirming Lowry and Schu- 
man’s statement that exposure to the 
higher concentrations of silo gas or nitro- 
gen dioxide is rapidly fatal in spite of any 
treatment. Corticosteroids seemed to _ be 
very effective in both our cases. It is in- 
teresting to note that the previously cited 
cases of nitrogen dioxide poisoning due to 
inhalation of fresh silo gas concerned corn 
silage. Our first case involved corn silage 
but the second concerned the legumes, 
alfalfa and clover, together with some 
pasture grasses. Rather and _  Harri- 
son‘*) state: “The most noteworthy char- 
acteristic of legumes is the association with 
them, in nodules or tubercles growing on 
roots, of symbiotic bacteria which have the 
power to fix the free nitrogen from the air 
into forms that can be utilized by the plant. 
Because both the seeds and the leaves of 
legumes are characteristically high in ni- 
trogen, this family of plants has an impor- 
tant place in livestock feeding.” 


Summary and Conclusions 


Two cases which we think conform to 
the established criteria for particular 
forms of silo-filler’s disease are presented. 
Both cases involved exposure to fresh sil- 
age and illustrate certain results of expos- 
ure to varying concentrations of the gas 
(nitrogen dioxide) in tower silos, and point 
out the apparently favorable effect of cor- 
ticosteroid therapy in these instances. They 
also emphasize the need for the dissemina- 
tion of more concrete information about 
the potential dangers to persons engaged 
in ensiling. 

Agricultural methods have been revolu- 
tionized in recent years, and an _ under- 
standing of certain procedures involved 
may help to explain the possibly increasing 
incidence of silage gas poisoning. The two 
dairy farmers in the cases here reported 
pointed out several enlightening observa- 
tions to one of us. They stated that form- 
erly in harvesting they would slowly pro- 
gress through the separate stages of cut- 
ting, binding and hauling the crops, and 
then filling their silos, the total process re- 
quiring about a week (depending upon the 
number of workers and other factors). 
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Now with the use of mechanical forage 
cutters and blowers there is rapid harvest- 
ing, cutting, and filling of the silo, all 
phases of which can be accomplished with- 
in a single day. They stated that in the last 
several years they had used heavy nitrogen 
fertilization on their corn crops. (The 
commercially available bacteriologically in- 
oculated legumes do not of course custom- 
arily require the addition of heavy soil 
nitrates, since they have the ability to 
gather free nitrogen from the atmosphere; 
however, additional phosphorus, in the 
form of superphosphate, and potassium, in 
the form of potash, were used.) They con- 
cluded that the additional. soil nitrogen 
plus the speed-up in the over-all harvesting 
and ensiling operation caused more _ nitro- 
gen to react all at once. In regard to the 
opinion that the more intensive use of fer- 
tilizers may be causing increases in plant 
nitrogen, a clarifying communication from 
the fertilizer-research division of the Ten- 
nessee Valley Authority'’’ is pertinent: 

“A brief review by our research staff of litera- 
ture on plant analysis as affected by fertilization 
indicates that excessive accumulation of nitrogen 
in plants is not a common occurrence, although it 
is known that nitrate buildup may occur under un- 
usually droughty conditions. In general, plants do 
not take up and utilize more nitrogen than is re- 
quired to achieve the particular level of dry mat- 
ter production that is possible under the prevail- 
ing climatic and soil conditions. There is general- 
ly a high correlation between nitrogen and phos- 
phorus contents of plant tissue, suggesting that 
each regulates the uptake and utilization of the 
other.” 
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Precipitation statistics for this area ob- 
tained from the United States Department 
of Commerce Weather Bureau were exam- 
ined by one of us. Although a formal sta- 
tistical and scientific analysis of these 
detailed tables was not performed, they 
were not interpreted as representing the 
prevalence of drought conditions during 
1956 and 1959. The local county farm 
agent, Mr. D. W. Bennett, was also con- 
sulted for technical advice, with special 
reference to preventive measures. He 
stated that for three or four vears he had 
been recommending horizontal rather than 
tower (upright) silos, pointing out that 
the latter were much more expensive and 
no more durable than one of the horizontal 
variations (trench, bunker, etc.). He felt 
that well ventilated horizontal silos would 
be one practical method of dealing with the 
problem. He stated that since the 1956 case 
of silage gas poisoning in this county, his 
staff had been cautioning farmers about 
going into their silos within the first week 
after filling. 
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Preparations containing more than three ingredients may usually 
be regarded as therapeutically unsound. Those that may be acceptable 
are certain analgesic compounds such as acetylsalicylic acid and aceto- 
phenetidin, as well as preparations containing the essential] vitamins in 
their recommended dosage. Preparations containing more than vitamins 
A, D and C, thiamine, riboflavin, niacinamide and perhaps pyridoxine 
should, however, be looked upon with suspicion, since they are, for most 
part, of unproved value and expensive; those with two dozens or more 
ingredients border on the ridiculous. It is time to discontinue such top- 
heavy polypharmacy. Friend, D. G.: Polypharmacy—Multiple-Ingredient 
and Shotgun Prescriptions, New England J. Med. 260:1017 (May 14) 


3 
4 
k 
> 
j 
+, 
‘ 
. 
| 
{ 


February, 1960 


65 


The Role of a Physician in a Changing Society 


HuGH A. MATTHEWS, M.D. 
CANTON 


A good case can be made for Health in- 
stead of the Great Jehovah as the god of 
America. That Health is the prime interest 
and perhaps the final devotion of the 
American people is evidenced in many 
areas. In mass’ information media— 
whether press, radio or television—health 
is constantly among the most popular sub- 
jects. The talented author with a doctor 
story has a good bid for a best seller. 

In American industry today management 
has no choice but to participate in the 
health field. Labor senses the importance 
of this god and uses him at the conference 
table and elsewhere. God Health holds pro- 
mise of even greater power in this area. 

In the agricultural world, God Health is 
no tottering idol. Thirteen years ago rural 
America was demanding more considera- 
tion for rural health, and was willing to 
approach the hand of the federal govern- 
ment if no other appeared. 

Perhaps the best place of all to discover 
the relative importance of Health is at the 
bridge table, in the Woman’s Missionary 
Society, or even the barber shop. In these 
settings none need be a wallflower. The 
mere mention of an operation, a new health 
insurance policy, a new wonder drug, the 
merits or demerits of a certain doctor, the 
cancer clinic, or the polio drive puts the 
informer in the limelight. 

Perhaps if the Great Jehovah were 
sought and found, the solution to Amer- 
ica’s health problems would be at hand. If 
enough citizens were seekers, even the pro- 
cess of seeking would likely make Pfizer 
stock drop precipitously and put Wallace 
Laboratories out of business. This is not 
mine to contend. It is mine to accept the 
situation as it is and analyze the role of the 
physician in this atmosphere. 

At least the minister, priest, or rabbi 
who wishes to keep his post will be smart 
to dwell much on health. If he wishes to 
make the best-seller list or television, he 
had best dwell on health all the time. 

Read before the Section on Practice of Medicine, Medical 


Society of the State of North Carolina, Asheville, May 6, 1959. 
From the Midway Medical Center, Canton, North Carolina. 


What in present day America is this 
goal or god, as the case may be, which is 
so much desired? 


Until about the middle of the nineteenth 
century, health was considered the mere 
absence of pain. The physician’s role was 
to give symptomatic relief. He applied 
leeches, bled, and purged. He applied mus- 
tard plasters, ointments, and cupped. The 
physician was the exclusive dispenser of 
health, who grew or made his agents for 
relief. 


At the middle of the ninetenth century 
disease, not symptoms came increasingly to 
receive the spotlight. Bacteria became 
known entities. Cause and effect operating 
in human subjects became the burden of 
doctors. 


Others necessarily became essential to 
the health program. Bacteriologists pathol- 
ogists, technicians, even manufacturers, 
became increasing important. Focus on 
disease made finding the source of causa- 
tive agents, and ways and means of pre- 
vention, all important. Public health serv- 
ices became essential to the health sciences. 
In many states, sources of disease were 
found to be the responsibility of municpal, 
county, state, and federal governments. In 
meeting this responsibility, sanitarians, en- 
tomologists, sanitary engineers, and other 
groups became a part of health activity. 


Health then became the absence of dis- 
ease. At the turn of the century, the nation 
was germ-conscious. Demand was greater, 
knowledge was greater, and equipment in- 
creasingly necessary. Physicians, commun- 
ities, foundations, and governmental agen- 
cies were building hospitals. The nursing 
profession increased by leaps and bounds. 
Hospital administration, as a_ profession, 
had its birth. Now medical expense in- 
volved more than doctors’ bills, the pharm- 
acist, the hospital, the nurse, and others 
had to be paid. 


To relieve the financial burden, prepay- 
ment medical schemes came into being, In- 
surance business entered the field of health 
to stay. 
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The disease in a man could not be ob- 
served until the man was seen. As the 
twentieth century progressed, medical 
science was focused not merely on man’s 
symptoms or on his disease, but primarily 
on man himself. His nutrition, his mental 
state, his genetic inheritance, and economic 
and social status were found to be impor- 
tant factors. Scientific clinical medicine 
now accepts and teaches the concept of the 
whole patient—physical, mental, and so- 
cial—as the central object of medical prac- 
tice. 

Health has come to mean a state of har- 
mony with one’s self. The term “medicine” 
now implies pyschosomatic medicine. 

In the middle of the twentieth century, 
of which we are a part, God Health is tak- 
ing on another dimension. Psychosomatic 
man still stands in the spotlight, but some- 
what off center. The light is shifting to the 
health needs and status of the community. 

Dr. Edward G. McGavran, head of the 
Public Health School of the University of 
North Carolina, with a profound sense of 
the sociologic aspects of health, says: “In 
scientific public health, we no longer treat 
the individual—the segment of the com- 
munity—but the total body politic—mental, 
physical, social and economic.” 

A revision of the “Principles of Medical 
Ethics’ was adopted by the House of Dele- 
gates of the American Medical Association 
in June, 1957. Section 10 of these Princi- 
ples reads: “The honored ideals of the med- 
ical profession imply that the responsibil- 
ities of the physician extend not only to 
the individual, but also to society where 
the responsibilities deserve his interest and 
participation in activities which have the 
purpose of improving both the health and 
well-being of the individual and the com- 
munity.” 

The present day physician is in a state 
of change which demands a broadened con- 
ception of his role. In every transition in 
the focus of interest, eminent physicians 
have rebelled. Change nevertheless took 
place. History has proved that to ride on 
the wave of change is folly, to resist change 
is fatal, but to predict and fashion change 
is fruitful. 

In early America the strongest social 
unit was the neighborhood. Physiographic 
conditions, family ties, and other factors 
brought individuals together. To get what 
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they wanted they evolved social institutions 
—the school, church, grocery store, and the 
blacksmith shop. The system geared to its 
time obtained the objectives desired. 

Under the impact of technology neigh- 
borhood life is giving away. The most 
eminent new social system is the town- 
country community, the type of community 
in which most of us live. Rural people are 
moving near the city to work. Urban peo- 
ple are moving out of the city to live, but 
maintain their jobs in town. Industry is 
decentralizing by moving to the suburbs 
and smaller communities. Communities 
everywhere have industrial development 
committees. 

A revolutionary change is taking place 
in the public school system. The American 
people, as one man, are acting on the as- 
sumption that a complete community must 
have a high school, a junior high school. 
and an elementary school, the entire sys- 
tem operating to serve the given commun- 
ity. 

Along with the school are many other 
community organizations and _ services. 
Recreational programs, service clubs, na- 
tional health foundation chapters, and 
many special] interest groups concern 
themselves increasingly with health and 
welfare. Hospital services, water supply, 
sewage disposal, safety, fire protection, and 
health clinics are the constant concern of 
organized groups. 

While every man belongs to a commun- 
ity of family, neighborhood, county, state, 
nation, world, and now possibly of the uni- 
verse, the community described above is 
the one coming into focus on the medical 
scene. Virtually all the people and all the 
organizations of this community concern 
themselves with health. The era is at hand 
when team effort is essential and will be had. 

Medical Care— 
The Physician’s Responsibility 

The primary role of the physician on the 
team is medical care. The term “primary” 
is emphasized and haste made to add that 
medical care of necessity is his primary 
but not his exclusive role. specific 
training is to administer medical care, and 
in this role he is most urgently needed. He 
will have to remain dedicated primarily to 
suturing the face that has been cut, treat- 
ing the diabetes of the obese patient, or 
controlling the spread of typhoid from 
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A vine, Bomeone said, is like the 
human mind-always reaching out 


y or another people will seek 
out new ways to cope with old prob- 
_ Jems. Yet progress fhust be wisely 
One doctor says: “The désiré 
of the public to have prepayment 

Protection is so urgent 
that it will buy this protection from 
whatever plan seems most enticing. 
Whether you"likeit or not, prepay-. 
ment médical care is here tostay. Let 
us support the system which is vol- 
untary and over which we have ade- 


quate control.” BLUE SHIELD 
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MORE 
HIGHLY INDIVIDUALIZED 


THERAPY 
when the FOR THE ...but 
rheumatic control 
RHEUMATIC 
is more “IN-BETWEEN” 
than salicylates intensive 
alone steroid therapy 


can control... alone 
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wider latitude in adjusting dosage 


ARISTOGESIC is particularly effective for relief of chronic — 
but less severe — pain of rheumatic origin. ARISTOGESIC com- 
bines the anti-inflammatory effects of ARISTOCORT® Triam- 
cinolone with the analgesic action of salicylamide, a highly 
potent salicylate. Dosage requirements for ARISTOGESIC are 
substantially lower than generally required for each agent 
alone. The exceptionally wide latitude of dosage adjustment 
with ARISTOGESIC permits well-tolerated therapy for long 
periods of time with fewer side effects. 

Indications: Mild cases of rheumatoid arthritis, tenosynovitis, syno- 


vitis, bursitis, mild spondylitis, myositis, fibrositis, neuritis, and cer- 
tain muscular strains. 


Dosage: Average initial dosage: 2 capsules 3 or 4 times daily. Main- 
tenance dosage to be adjusted according to response. 


Precautions: All precautions and contraindications traditional to 
corticosteroid therapy should be observed. The amount of drug used 
should be carefully adjusted to the lowest dosage which will suppress 
symptoms. Discontinuance of therapy must be carried out gradually 
after patients have been on steroids for prolonged periods. 


Each ARISTOGESIC Capsule contains: 


ARISTOCORT® TriaMcinolone 0.5 mg. 
Dried Aluminum Hydroxide Gel ..0.............0.0.:cccc008 75 mg. 


Supply: Bottles of 100 and 1,000. 
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Steroid-Analgesic Compound LEDERLE 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Concerning Your Health and Your Income 


A special report to members of the Medical Society of 
the State of North Carolina 
on the progress of the Society’s 
Special Group Accident and Health Plan 
in effect since 1940 


PROUDLY WE REPORT 1959 
AS OUR MOST SUCCESSFUL YEAR IN SERVING YOUR SOCIETY. 


During the year we introduced a NEW and challenging form of disability protec- 
tion. There has been overwhelming response on the part of the membership. 


Participation in this Group Plan continues to grow at a fantastic rate. 


1960 


is our 20th year of service to the Society. It is our aim to continue to lead the field in pro- 
viding Society members with disability protection and claim services as modern as tomor- 
row 


SPECIAL FEATURES ARE: 


1. Up toa possible 7 years for each sickness (no confinement required). 
2. Pays up to Lifetime for accident. 
3. New Maximum limit of $650.00 per month income while disabled. 


All new applicants, and those now insured, who are under age 55, and in good 
health, are eligible to apply for the new and extensive protection against sickness and ac- 
cident. 


OPTIONAL HOSPITAL COVERAGE: Members under age 60 in good health may apply for 
$20.00 daily hospital benefit — Premium $20.00 semi-annually. 


Write, or call us collect (Durham 2-5497) for assistance or information. 


BENEFITS AND RATES AVAILABLE UNDER NEW PLAN 


COST UNTIL AGE 35 COST FOR AGES 35 TO 70 


Accidental Death * Dismemberment 

Coverage Loss of Sight, Speech Accident and Annuol Semi-Annual Annual Semi-Annual 
or Hearing Sickness Benefits Premium Premium Premium Premium 

5,000 5,000 to 10,000 50.00 Weekly $78.00 $ 39.50 $104.00 $ 52.50 

5,000 7,500 to 15,000 75.00 Weekly 114.00 57.50 152.00 76.50 

5,000 10,000 to 20,000 100.00 Weekly 150.00 75.50 200.00 100.50 

5,000 12,500 to 25,000 125.00 Weekly 186.00 93.50 248.00 124.50 

5,000 15,000 to 30,000 150.00 Weekly 222.00 111.50 296.00 148.50 


“Amount payable depends upon the nature of the loss as set forth in the policy. 


Administered by 


J. L. CRUMPTON, State Mar. 


Professional Group Disability Division 
Box 147, Durham, N. C 


J. Slade Crumpton, Field Representative 
UNDERWRITTEN BY THE COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 


Originator and pioneer in professional group disability plans. 
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polluted water. In chronic illness, the ma- 
jority of physicians will have to expend 
most of their energy in treating the end 
results of aging or disease processes. 

In answer to the demand for a team ap- 
proach to health problems, the American 
physician should be willing to serve as 
captain of the team, not as a privileged 
character, but as a servant. He should be 
willing to bring the team together. From 
communication will come mutual helpful- 
ness and definition of roles. 

The physician should and must become 
an expert in legitimation. Frequently, all 
an organization wants from the doctors 
with respect to a health project is the green 
light. The green light should be given if 
the project is worthy of the effort. If the 
project is not worthy, deserving interest 
can be redirected to a deserving end far 
easier than it can bucked. 

In this era of change of focus to the 
newly developing community, the physician 
needs to interpret his role to the health 
team. He must help younger members of 
the team find and define their roles. With 
the team, through communication and not 
boycott, he must and can preserve his 
honored and historic place in health on the 
march. 

The latest Health Man-power Chart 
Book of the United States Department of 
Health, Education, and Welfare states, 
“Nearly two million persons are employed 
in occupations considered in the health 
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field.” Among these are dentists, public 
health nurses, health engineers, health edu- 
cators, medical and _ psychiatric case 
workers, nutritionists, sanitarians, and 
laboratory technicians. Of the nearly two 
million health workers, perhaps less than 
two hundred thousand are practicing phy- 
sicians. 

Even so, if Health is the God of Amer- 
ica, the doctor is the priest. All major 
health organizations and the people of the 
community want him at the head of the 
team. If the doctor fails, the health system 
of this country as it is now known and 
wanted has failed. The people will make 
this choice. Interference in physician-pa- 
tient relationship in certain areas must 
not be interpreted as a calamity but as a 
challenge. 

The people demand much in health. Two 
million trained health workers stand ready 
to help two hundred thousand doctors. 

At the recent Lions’ Convention in Chi- 
cago, a beautiful blind girl with a beauti- 
ful voice was soloist. The Minneapolis 
Lions Club had financed her training at a 
university and the Juilliard School of 
Music. When she appeared on the stage, 
her poise and charm, coupled with the ap- 
peal of her blindness, brought the hush of 
a baptismal service over thousands of men. 
Soon over the rough faces of America’s 
rugged business men tears began to fall. 

The blind soloist sang—‘‘Never Walk 
Alone.” 


Dr. Watson S. Rankin 


W. C. DAVISON, M.D. 
DURHAM 


It is a great pleasure for me to be pres- 
ent at the dedication of this new health 
center. Because the Charlotte and Mecklen- 
burg County Health Department is general- 
ly regarded by the United States Govern- 
ment as one of the best in the country, 
many of my friends from China, Formosa, 
and other foreign countries have been sent 


Talk made at the dedication of the W. S. Rankin Health 
Center of Charlotte and Mecklenburg County on Dr. Ran- 
kin’s eighty-first birthday, January 18, 1960. 

From the Department of Pediatrics, Duke University Med- 
ical Center, Durham, N. C. 


here to study your methods. All of them 
have been enthusiastic in your praise. 


My pleasure is increased by the fact that 
this building is named for Dr. Watson 
Smith Rankin, a leading pioneer in health 
work who has been more than a father to 
me. 


And finally, my cup runneth over because 
Dr. Hamilton W. McKay, Dr. M. B. Bethel, 
and Dr. Elizabeth C. Corkey invited me to 
talk about Dr. Rankin, who is my favorite 
subject. 


. 
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I first heard of Dr. Rankin and his ac- 
complishments in 1916. At that time the 
public health program of this country 
needed a strong leader, and Dr. William H. 
(Popsy) Welch, professor of pathology at 
the Johns Hopkins since 1883, was chosen 
by the Rockefeller Foundation to be named 
professor of public health at the Hopkins. 
He told me that his only qualification for 
his new appointment was that two of his 
pupils had become outstanding in the field 
of public health—namely, Walter Reed of 
yellow fever fame, and Dr. Watson S. Ran- 
kin, the first full-time state health officer 
of North Carolina and the best in the na- 
tion. 


I did not have an opportunity to meet 
Dr. Rankin until 1926, when the Southern 
Medical Association met in Atlanta. Since 
Dr. Rankin knew that I was being con- 
sidered for the deanship of the Duke Med- 
ical School, he and Dr. Paul Anderson 
slipped into the Section on Pediatrics to 
hear me talk on the selection of niedical 
students—then, as now, a_ controversial 
subject. Since 7] knew that Dr. Rankin was 
a trustee of the Duke Endowment and 
would be one of my bosses if I were ap- 
pointed, I slipped into the Section on Pub- 
lic Health the next day to hear him talk 
on the needs of rural medicine. That eve- 
ning Dr. Paul Anderson introduced us, 
and Dr. Rankin and I formed a two-man 
mutual admiration society and a father- 
and-son relationship. For thirty-four years 
he has been the second “light of my life,” 
a title which Osler gave my wife in 1914. 


The printed program for this dedication 
contains the bare facts of Dr. Rankin’s 
splendid career, which are listed modestly 
in WHO’S WHO IN AMERICA. He has re- 
ceived many honorary degrees, and has 
held every office available to leaders in 
public health, having served as president 
of the American Public Health Association 
and of the Association of State and Pro- 
vincial Health Officers, and chairman of 
many national and state health committees. 

The program, however, cannot begin to 
record Dr. Rankin’s many _ accomplish- 
ments. With the help of my friends, Mar- 
shall I. Pickens, F. Ross Porter and F. 
Vernon Altvater, who also pride them- 
selves on being sons of Dr. Rankin, I have 
garnered considerable information about 
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these accomplishments and shall mention 
just a few of them. 

In 1905, malaria was such a menace to 
the citizens of North Carolina that Dr. 
Rankin went to Panama and climbed all 
over the canal excavations with Dr. Henry 
Carter — who, more than General Gorgas 
and General Goethals, was responsible for 
the success of the mosquito control pro- 
gram and the eradication of yellow fever 
in Panama. When Dr. Rankin returned to 
North Carolina and applied Dr. Carter’s 
methods of mosquito control, the incidence 
of malaria rapidly declined. After the Pan- 
ama Canal was finished, Dr. Rankin per- 
suaded Dr. Carter to become the malaria 
control officer for the Duke Power lakes. 
None of us would have known of this great 
contribution to public health if Ross Por- 
ter, my wife, and I had not visited Panama 
with Dr. Rankin three years ago, while on 
a Duke medical postgraduate cruise, and 
Dr. Rankin pointed out the landmarks of 
that earlier visit. 

Most of the hospitals in other states are 
worrying about the stiff standards im- 
posed by the Joint Commission on Accredi- 
tation, but in North and South Carolina 
these standards were gradually and pain- 
lessly developed twenty years ago by Dr. 
Rankin and his staff in the Hospital Sec- 
tion of the Duke Endowment. 

Until 1924, many of the hospitals in the 
Carolinas had been built and maintained 
by pioneer surgeons who had_ invested 
their life earnings in them. Dr. Rankin 
wisely persuaded the communities, with the 
help of the Duke Endowment, to buy these 
hospitals and to maintain them as a com- 
munity responsibility. As a result of this 
program and his knowledge of the medical 
and hospital needs of North and South Car- 
olina, and his plan of community hospitals 
based on his visit to Dr. Maurice M. Sey- 
mour in Canada, the Carolinas have _ bet- 
ter hospital facilities than most of the 
other states in the nation. 

It is perhaps not generally known that 
the hospital program of the Duke Endow- 
ment, developed by Dr. Rankin, is the mod- 
el followed by the Hill-Burton bill. Dr. 
Thomas Parran, then Surgeon General of 
the United States Public Health Service, 
and Dr. Vane Hoge, Hospital Director of 
the United States Public Health Service, 
toured North Carolina with Dr. Rankin in 
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1936 and 1937 so that they might study the 
Duke Endowment program. This program, 
together with Mr. Duke’s emphasis on local 
responsibility for local hospitals, has been 
the keystone of the Hill-Burton program. 


Rising hospital costs (ours at Duke went 
from $3.81 per patient day in 1933 to 
$24.55 at present) would have bankrupted 
hospitals all over the country if it had not 
been for the Blue Cross program, which 
Dr. Rankin fathered by helping to develop 
Dr. Tom W. M. Long’s pioneer plan in 
Roanoke Rapids of a weekly pay deduction 
of twenty-five cents per employee for hos- 
pitalization. With the help of Dr. Rankin 
and the Duke Endowment, this plan grew 
into the Hospital Care and Hospital Saving 
Associations, which are models for Blue 
Cross plans in other states. 


Dr. Rankin’s interest in medica] educa- 
tion has been of inestimable help to the 
Duke University Medical Center, as_ well 
as to medical schools everywhere. In 1926 
a former president of the American Med- 
ical Association advocated the establish- 
ment of a series of second-rate medical 
schools throughout the country, whose 
graduates would not know enough medi- 
cine to practice in the cities. Dr. Rankin 
promptly invited him to tour North and 
South Carolina, in order to show him that 
good medical care is just as necessary for 
rural areas as for cities, and that it was 
being provided with the aid of community 
hospitals which attracted keen medical 
graduates to small towns. | 


Dr. Rankin also is responsible for the 
youthfulness of the original Duke medical 
faculty. He and I had both learned from 
Osler that a keen young man would make 
a better medical teacher than one who was 
more mature and who might be inclined to 
rest on his laurels; consequently, whenever 
we had a choice of candidates, the younger 
man was selected. As a result, the average 


age of the original Duke medical faculty 
was 34 years—the same as that of the 
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original Hopkins faculty. Dr. Rankin him- 
self is the best example of youth—he was 
only 24 years of age when Dr. Welch re- 
commended him for the professorship of 
pathology at Wake Forest, 26 when he be- 
came dean of the Wake Forest Medical 
School, and 30 when he was made North 
Carolina’s first full-time health officer. 


One more anecdote: Dr. Rankin’s career 
in public health was launched by the hook- 
worm. While in Baltimore, he performed 
one of the first autopsies in this disease 
and later at Wake Forest he found it in 
many patients. As a result, he became so 
much interested in preventive medicine 
that Dr. R. H. Lewis, chairman of the 
North Carolina State Board of Health, was 
able to persuade Dr. Rankin in 1909 to be- 
come one of the first full-time state health 
officers in the United States. 


Incidentally, I also received my appoint- 
ment by way of the hookworm. In 1925, 
after Mr. James B. Duke died, Dr. William 
P. Few, president of Trinity College (later 
Duke University), was faced with the pro- 
blem of starting a medical school. Fortun- 
ately for me he knew Dr. Wickliffe Rose, 
who was in charge of the hookworm cam- 
paign in North Carolina, which Dr. Ran- 
kin had started. Dr. Rose referred Dr. Few 
to Dr. Welch, who persuaded Dr. Few to 
appoint me as dean, thereby completing 
the life cycle of the hookworm—now a for- 
gotten disease. 


Hookworm and malaria will pass into 
oblivion — thanks largely to Dr. Rankin’s 
efforts—but this new W. S. Rankin Health 
Center will remain as a monument to the 
man who has done so much to improve the 
health of the citizens of North and South 
Carolina. The dedication of this building 
is a fitting tribute to him on his eighty- 
first birthday. 


Last but not least. Dr. Rankin started as 
a Presbyterian, became a Baptist, now 
works for the Methodists, and everyone 
loves him. 
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FEBRUARY, 1960 


COUNTY MEDICAL SOCIETY 
OFFICERS’ CONFERENCE 

The first annual conference of County 
Medical Society Officers, held in the Car- 
olina Hotel at Pinehurst on Saturday, 
January 30, was appropriately entitled 
“Navigating the Medical Waters.” Rain be- 
gan the night before and continued steadily 
until] the next day. In spite of the weather, 
however, there was a good attendance, and 
the enthusiasm of the men present was not 
dampened. The wives, however, were quite 
disappointed in being shut in for the week 
end. 

Thanks to the chairman, Dr. E. T. Bed- 
dingfield, the Conference was run on sche- 
dule and closed promptly at 4 o’clock. 

Perhaps the high light of the program 
was a comparison of the American and the 
British system of medical care by Dr. John 
C. Duke. Dr. Reckless, who has practiced 
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under both systems, gave an illuminating 
discussion which was appreciated by all. 
While he gave the pros and cons of both, 
he left no doubt as to his preference for the 
American system. 

Dr. Donald Koonce gave excellent advice 
on the “Modus Operandi of County Socie- 
ties.” Dr. Wayne J. Benton spoke on fin- 
ances and explained the way in which the 
Society’s income is received and how it is 
spent. 

Mr. C. A. McKnight, editor of the Char- 
lotte Observer, gave “A Non-Medical View 
of the Profession’”—an excellent opportun- 
ity to see ourselves as others see us. 

Dr. Leonard Martin (Ph.D.), assistant 
director of the Economic Research Depart- 
ment, American Medical Association, gave 
an analysis of the cost of medical care in 
which he showed that the doctors’ share of 
money spent for medical care is much 
smaller than is generally believed. 

In the panel discussion of insurance more 
questions were raised than were answered, 
but at least the conference members gave 
it close attention. Among the questions 
raised was whether or not the cancellation 
of so many policies by some companies is 
justified; why some companies reject the 
standard forms prepared by our Society; 
and how to determine the validity of claims 
for diagnostic surveys. Insurance for the 
home-care of patients when authorized by 
the physicians was advocated. Mr. Charles 
Gold, State Commissioner of Insurance, 
was asked how many riders should be at- 
tached to a policy for holders past 65. His 
reply was, “not more than one.” 

The question as to whether patients 
abused hospital insurance was given a sort 
of “yes and no” answer. A good many 
thought that insurance companies would 
save money by paying for some diagnostic 
procedures, especially x-rays, without re- 
quiring the patient’s admission to the hos- 
pital. 

“Successful Local Projects” of seven 
counties proved to be most interesting and 
stimulating. The projects discussed were: 
“Medical-Legal Cooperation in Forsyth 
County,” Julius A. Howell, M. D.; “Med- 
ical Press Relations in Wilson County,” 
William G. Spencer, M. D.; “Health Fairs 
and Scholarships, A Community Project in 
Haywood County,” Hugh A. Matthews, 
M. D; “A Welcome Wagon Letter to New 
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Residents,” W. J. Senter, M. D.; “Coopera- 
tion with the Welfare Department in Har- 
nett County,” Bruce B. Blackmon, M. D.; 
“Science Fair Sponsorship in Mecklenburg 
County,” James P. Alexander, M. D.; “Ca- 
barrus County Projects, Tetanus Program 
and Uterine Cytology Survey,” M. S. Tut- 
tle, M. D. 


The final message from President John 
Reece is to be published in the NORTH CAR- 
OLINA MEDICAL JOURNAL and will well re- 
pay reading, even to those who heard it. 


A movie, “On Call to a Nation,” BBC 
Documentary Report on the British Med- 
ical System, was scheduled for 7:30 P.M. 
but did not get under way until after 9 
o'clock. Only a comparatively few saw it, 
but those who did agreed that it confirmed 
the viewpoint of Dr. Reckless. 


The verbal comments on the Conference 
were generally favorable. Its effects will 
be far-reaching if the county officers pre- 
sent will take back home with them the in- 
formation and inspiration offered by the 
program participants. 


* 


Guest Editorial 
PLANS FOR MORTALITY STUDIES 
IN 1960 


Most of us have been eye witnesses to 
the scientific revolution taking place in the 
twentieth century. We have seen the wide 
use of automobiles, the automation of in- 
dustry, the mechanization of the household, 
and, in medicine, the introduction of anti- 
biotics, new chemotherapeutic agents, and 
new techniques in diagnosis and surgery. 
Mortality statistics recorded for the first 
half of the century show clearly the effects 
of medical advances on improvements in 
health. But we know nothing of the effects 
on longevity of differential changes in 
standards of living, or of our new way of 
life. More than one hundred years after 
Dr. William Farr pointed out the relation 
between levels of living and mortality, the 
vital statisticians in the United States have 
not achieved a_ satisfactory measure of 
mortality for the socioeconomic groups of 
our population. 

The information on the death certificate 
can be and has been used to determine 
death rates by cause of death, age, sex, 
marita] status, and, for persons of work 
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experience, by broad occupational groups. 
But there is no information on the death 
certificate that enables us to relate the mor- 
tality of women and children to the occu- 


pation of the husband or father, or to re- 
late the mortality of any group of educa- 
tion, income, housing, size of family, and 
other important socioeconomic variables. 


The most comprehensive source of socio- 
economic information about each person 
and his family is the decennial Census of 
Porulation in which, for 1960, about 180 
million persons in 54 million households 
will be enumerated. A proposal has been 
made for a new type of mortality study 
that would utilize the information collected 
in the April 1960 Census. For a_ selected 
period after the enumeration date, the cen- 
sus records of persons who were alive at 
the time of the census but who died in the 
months immediately following will be lo- 
cated. The information on the census record 
will be correlated with the information on 
the death certificate. This matching pro- 
cedure will expand tremendously the num- 
ber of variables that can be related to the 
cause of death reported by the physician 
on the death certificate. 


The key to the linking of the death 
record and the census record is the address 
of the decedent. The census records are 
filed according to the enumeration district 
(the area of a city or county assigned to 
one enumerator) in which the family lived. 
The enumeration district in which the 
“usual residence” of the decedent given on 
the death certificate is located can be iden- 
tified. Then this enumeration district file 
will be searched for his address, ‘his family 
and the individual. When the decedent is 
located, the statistical information from 
both records can be brought together me- 
chanically. It is important to note that this 
procedure preserves the confidential nature 
of the census record and of the death cer- 
tificate. The additional information that 
could be obtained by matching the 1960 
death and census records enhances the 
value of that basic demographic document, 
the death certificate. These data may es- 
tablish the beginnings of a new series of 
rates reflecting the effects of our twentieth 
century way of life. 


J. W. R. NORTON, M.D. 
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CURED CANCER CONGRESS 

At a meeting of professional men a high- 
ly intelligent lawyer said that he had never 
known a person who had been cured of 
cancer. The man sitting next to him im- 
mediately said: “Well, you see one now. 
Look at this scar on my face, which marks 
the spot where one was removed many 
years ago.” 

It is unfortunate that so many people 
share the view of the lawyer and so few 
patients freely admit that they have ever 
had cancer. 

One of the most constructive moves made 
by the American Cancer Society is to spon- 
sor a number of cured cancer congresses, 
with patients who have been cured selected 
to represent a variety of cancer types. 

The first such congress for North Car- 
olina is to be held in Raleigh at 7:00 P.M., 
March 26, at the Sir Walter Hotel. Letters 
have been sent to all presidents of county 
medical societies, to chairmen of county so- 
ciety cancer committees, and to the med- 
ical advisers of several county units of the 
American Cancer Society. These men were 
asked to select patients who have had no 
recurrence of cancer for at least five years, 
and who were willing to attend the state 
congress as living, tangible evidence that 
cancer can be cured. From the case re- 
ports submitted will be chosen as wide a 
variety of cancer types as possible. 

It is hoped and expected that the pub- 
licity given this congress will do much to 
dispel the unwarranted fear and ignorance 
of cancer that is so widespread. 


WHICH PATH TO 
MEDICAL SECURITY? 


It is now 20 years since the medical pro- 
fession gave birth to prepaid medical care, 
but its ultimate patterns of operation and 
control are yet to be determined. 

While most of us recogrize that the pub- 
lic will make the eventual decision, never- 
theless we doctors have it within our power 
—if we will—mightily to influence that de- 
cision. For the simple fact is that, in the 
long run, the people—our patients—-will 
support that system of medical care pre- 
payment which offers them the best assur- 
ance of. satisfactory professional service 
through physicians 2nd institutions of their 
own choosing. 
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Today, several contrasting programs of 
medical prepayment are competing for pop- 
ular and professional favor—each embody- 
ing a distinct concept of the relationship 
between patient and doctor. 

One such program is the limited cash re- 
imbursement program of the insurance in- 
dustry, which offers the insured certain 
dollar indemnities against certain medical 
contingencies, irrespective of the physi- 
cian’s charges for the service required. 

Another major program is medicine’s 
Blue Shield Plan, which seeks—through 
professionally negotiated schedules of pay- 
ment and, in most areas, through the agree- 
ment of participating physicians—to as- 
sure the patient of fully paid professional 
services. 

A third program is the “closed panel” of 
physicians. Operating frequently under 
labor or other lay auspices, this plan under- 
takes to provide a comprehensive service 
through a selected group of physicians re- 
munerated by salary or per capita allow- 
ances, regardless of the volume of service 
required of them. 

Which of these programs most faith- 
fully reflects the traditional pattern of 
American medical practice? Which pro- 
gram is most clearly motivated—as medi- 
cine itself is motivated—to render service 
to the patient and to meet the needs of all 
segments of the community? Which pro- 
gram returns the fullest value to the pa- 
tient and most fairly compensates the 
doctor? Which program best utilizes and 
protects the modes and ideals of practice 
that have earned us the envy of others? 

* * 


SILO FILLER’S DISEASE 

The paper on Silo Filler’s Disease in this 
issue, by Dr. Evans, McDonald and Porter, 
deserves special mention. It calls attention 
to a comparatively recent occupational 
hazard of farming. The authors have given 
a vivid description of two types of the dis- 
ease. They had the clinical acumen to pro- 
fit by their experience with the first case 
and recognize and treat promptly their 
second one. Evidently they have been 
helped by keeping up with the current med- 
ical literature. 

Such case reports are valuable. The edi- 
torial board of the NORTH CAROLINA MED- 
ICAL JOURNAL is glad to accept such worth 
while contributions as this one. 
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IDIOPATHIC MYOCARDITIS 

Clinical history: The patient, a 41 year 
old white man, was in relatively good 
health until three and a half years before 
admission, when he began to have cough 
and exertional dyspnea. These symptoms 
progressed for six months. At this time he 
first consulted a physician, who treated 
him with antibiotics for a respiratory in- 
fection, with slight improvement. Shortly 
thereafter congestive heart failure, with 
mild dyspnea and slight enlargement of 
the liver developed. The heart was enlarged 
to percussion and on fluoroscopy. The blood 
pressure was 120 systolic, 90 diastolic, and 
the pulse was 126 and regular. An intern- 
ist was consulted, and gave a diagnosis of 


probable silent myocardial infarction. The 
patient improved on a regimen of diuretics, 
digitalis, and rest. During the next year his 
heart continued to enlarge, although the 
symptoms remained under control and he 
was able to do light work. Until the final 


admission he intermittently manifested 
various signs of failure, largely consisting 
of basal rales and slight ankle edema. His 
heart continued to enlarge, and about two 
months before the final admission the dysp- 
nea increased and he had a systolic gallop 
rhythm, a severe cough, and increasing 
orthopnea and insomnia. 

Immediately before his admission to the 
North Carolina Baptist Hospital he was a 
patient in another hospital, where his 
pulse was found to be 120 and regular, with 
a “definite diastolic gallop rhythm.” He was 
treated for congestive heart failure and 
improved markedly, losing 14 pounds of 
weight during the first hospital week. Af- 
ter the first few hours his temperature was 
normal throughout his hospital course. 
Then left-sided hemiparesis and coma sud- 
denly developed and he was referred to the 
North Carolina Baptist Hospital. 

Physical examination: The patient was 
an unconscious white man who could move 
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his right side but had complete paralysis 
on the left; he responded occasionally to 
loud stimuli. The temperature was 100, 
pulse 110, respirations 24, and blood pres- 
sure 120 systolic, 84 diastolic. The pupils 
were equal and regular, and reacted to ac- 
comodation and stimuli. The fundi showed 
slight venous engorgement. His neck was 
rigid. His chest expanded poorly. The heart 
was enlarged 2 cm. lateral to the mid-clav- 
icular line in the fifth interspace. There 
was diastolic gallop rhythm at the apex, 
with no murmurs. The abdomen was soft, 
ceiving evidence of recent weight loss. 
There was no peripheral edema. 

Accessory clinical findings: The urine 
was normal. The hemoglobin was 15 Gm., 
sedimentation rate 10 mm. per hour, plate- 
lets were adequate, the white blood cell 
count was 8,300, with a normal differential. 
The white cell count rose to 17,000 on the 
third hospital day. The blood urea nitrogen 
was 22 mg. per 100 cc., and the total serum 
proteins were 7.2 Gm., with a normal al- 
bumin-globulin ratio. The carbon dioxide 
combining power was 15.7 mEq. per liter, 
chlorides were 98.4 mEq. per liter and 
sodium was 136 mEq. per liter. A second 
blood urea nitrogen determination done the 
following day was 32 mg. per 100 cc. The 
coagulation time was 10 minutes, and the 
prothrombin time was normal. 

A lumbar puncture was done, revealing 
a normal pressure of 110 mm.; protein, 
58 mg. per 100 cc.; sugar, 92 mg. per 100 
cc.; and a total cell count of 11, with 10 red 
cells. Fluid was grossly clear. An electro- 
cardiogram showed sinus tachycardia with 
rare premature beats, first degree atrio- 
ventricular heart block, and left axis de- 
viation. 

Hospital course: On the second hospital 
day the patient responded slightly to stim- 
uli and said a few words. Digitoxin and 
Diuril were continued. He became progres- 
sively more febrile, the temperature rising 
to 105 F. on the fifth hospital day. Meas- 
ures to lower the temperature were ineffec- 
tive, and the patient died quietly. Termin- 
ally there were Cheyne-Stokes respirations 
and marked tachycardia. 

Clinical Discussion 

Dr. GILMOUR: I must say that our pa- 
tient has been allowed to say very little 
for himself. One would get the impression 
that his Boswell, in presenting this case, 
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was more concerned with a_ laboratory 
specimen than with the articulate, puzzled, 
and progressively sicker human being we 
are considering this afternoon. For this 
patient went from good health to chronic 
illness to death in an amazingly uncom- 
plaining fashion, a fact which may itself 
be significant. 

At 38 years of age we see him first, rela- 
tively young and always healthy, with no 
history of significant illness. We see him 
becoming troubled by a cough and slight 
shortness of breath on exertion, which is 
not severe enough even to cause him to 
consult a physician for six months. When 
he does consult a physician, one of the 
miracle drugs works no miracle, and _ be- 
cause his improvement is only slight and 
not sustained, he again seeks medical ad- 
vice. On this occasion, after a somewhat 
more exhaustive study, another type of 
treatment is instituted, and seems to help. 
In order to do even light work, however, 
he finds it necessary for the next two years 
to remain under medical supervision and 
to rest a great deal. All in all he had to 
take care of himself so carefully that it 
must have become increasingly apparent 
to him, as he noted recurrent cough, poor 
wind, and occasionally some swelling of his 
ankles, that whatever the illness was, it 
was far from cured. 

Two months before his final hospital ad- 
mission all these symptoms became aggra- 
vated to such a degree that he was unable 
to sleep—a situation which led at last to 
his admission to a hospital. Here he was 
greatly encouraged by his progress. He 
lost 14 pounds of weight in one week and 
was able to breath a great deal better. 
Then, just as he seemed to be improving, 
the lights went out and he can tell us no 
more. 

His physicians, however, take up the 
story, describing how, when first seen three 
years ago, he seemed to have simply a re- 
spiratory infection. This did not respond 
to antibiotics as it should have responded, 
and soon it became increasingly apparent 
that he was in what appeared to be conges- 
tive heart failure, with a blood pressure of 
120 systolic, 90 diastolic, pulse 126 and 
regular, moderate enlargement of the heart 
to percussion and on fluoroscopy, and slight 
enlargement of the liver. As an explanation 
for these findings and for the heart failure, 
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a consulting internist suggested “a silent 
myocardial infarction.” 

Routine treatment for the failing heart, 
including rest, digitalis and diuretics, re- 
sulted in some improvement and enabled 
the patient to do light work over the next 
two years, but apparently only under med- 
ical supervision. Even then during the sec- 
ond year he had occasional relapses during 
which basal rales and ankle edema _ re- 
appeared. During all this time there was 
progressive enlargement of the heart, and 
two months before his death a gallop rhy- 
thm, described as systolic, was first heard. 

Two months later, in spite of treatment, 
he was so much worse that he was ad- 
mitted to a hospital, apparently for the 
first time. His pulse was found to be 120 
and regular, and a definite diastolic gallop 
rhythm was now described. Except for a 
slight elevation of temperature a few hours 
after admission, he was afebrile during a 
hospital course of one week. He improved 
greatly and, having lost 14 pounds, seemed 
better, when left hemiparesis and coma 
suddenly developed, and he was transferred 
to North Carolina Baptist Hospital. 

Here he was found to be unconscious, re- 
sponding only slightly to strong stimuli. 
The temperature was normal (100 F., pro- 
bably rectal), respirations 24, blood pres- 
sure 120 systolic, 80 diastolic. On physical 
examination, recorded in the protocol, the 
heart was found to be enlarged 2 cm. lat- 
eral to the mid-clavicular line in the fifth 
interspace. A diastolic gallop rhythm was 
heard at the apex, but there were no mur- 
murs. The liver and spleen are not men- 
tioned. There was no peripheral edema, and 
nothing is said about the presence or ab- 
sence of sacral edema. 

On the second day it was thought for a 
time that he was a little better; he seemed 
to respond to slighter stimuli and even 
tried to say a few words. But then he be- 
came progressively febrile and worse, un- 
til his fever reached 105 F. on the fifth 
day and he died quietly with Cheyne- 
Stokes respiration and marked tachycardia. 

Accessory laboratory data are relatively 
meagre. Early in his illness, fluoroscopy is 
reported to have shown cardiac enlarge- 
ment. If other roentgen studies were done, 
they are not mentioned. All other labora- 
tory data are those of his last hospital ad- 
mission. 
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Urinalysis and blood counts were nor- 
mal, with a later rise in the white cell count 
to 17,000 on the third day as the patient’s 
temperature began to rise. The blood urea 
nitrogen was 22 and later 32 mg. per 100 
cc. The total protein count was 7.2 Gm., 
with a normal albumin-globulin ratio. 
Chlorides, sodium and the carbon dioxide 
combining power were essentially normal, 
with possibly a slight acidosis. Potassium 
is not mentioned. Prothrombin and coagu- 
lation times were normal. The spinal fluid 
was clear and under normal pressure. The 
spinal fluid protein was 58 (possibly slight- 
ly elevated), sugar, 99; and the cell count 
was 11, including 10 red cells. Crenation 
is not mentioned. 


Electrocardiograms are _ reported as 
showing sinus tachycardia and an occasion- 
al premature ventricular contraction, first 
degree heart block, with a slightly pro- 
longed P-R interval and left axis devia- 
tion. Other findings which might be men- 
tioned are a QRS amplitude of the limb 
leads within the lower limits of normal, a 
QRS interval at the upper limit of normal, 
deep Q waves and deep S4, and high R 5-6 
—findings which might be compatible with 
left ventricular hypertrophy, early intra- 
ventricular block, and myocardial damage, 
particularly in the region of the septum 
and conduction system. 

Thus we see a man who, with no pre- 
vious illness, manifested signs compatible 
with congestive heart failure associated 
with an enlarged heart without murmurs. 
In spite of treatment these symptoms pro- 
gress inexorably, with increasing heart 
failure and cardiac enlargement, over the 
course of three and a half years, until ad- 
mission to a hospital becomes necessary. 
During his hospital course left-sided hemi- 
plegia suddenly develops, and after five or 
six days, he dies with high fever, Cheyne 
Stokes respiration, and tachycardia. 

During all this time, until the terminal 
phase, no mention is made of pain, cyano- 
sis, significant fever, weight loss, or other 
evidence of illness, save that relating to his 
heart and what is apparently heart failure. 

What could cause such a chain of events? 
Although this is a heart symposium, let us 
first consider extracardiac illness which 
might conceivably result in this picture, 
considering, first, metabolic and, second, 
pulmonary disease. 
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Among the general metabolic illnesses 
are some which [ shall mention briefly only 
to discard. 


Primary systemic amyloidosis is asso- 
ciated with cardiac involvement in 80 per 
cent of the cases, with congestive heart 
failure in 50 per cent and death from heart 
failure in 40 per cent of the cases. Non- 
specific electrocardiographic changes, low 
voltage T wave changes and conduction de- 
fects may be present, and cardiac enlarge- 
ment may be noted. These changes, how- 
ever, are usually associated with other 
signs of amyloid disease throughout the 
body—lymph node involvement, and so 
forth—and the cardiac enlargement is not 
apt to be as great nor as progressive as in 
our case. 


Secondary amyloidosis is associated with 
evidence of chronic disease or infection, 
and usually with albuminuria. Since pri- 
mary cardiac amyloidosis is localized in 
the heart and usually occurs in people of 
advanced age—almost always over 70—I 
think this diagnosis may be discarded. 


Glycogenosis of the heart is a disease of 
infants who rarely survive the first year of 
life. Rarely glycogen disease in adults oc- 
curs as a vague entity, but there is nothing 
in this case to suggest it. Lipochondrodys- 
trophy, or gargoylism, is associated with 
dwarfism accompanied by many other de- 
formities, together with valvular involve- 
ment and a failure to survive long after 
early youth. Hemochromatosis is usually 
associated with bronze diabetes, multiple 
transfusions or some other metabolic dis- 
order and with other evidence of liver dis- 
ease. Sarcoidosis need not, I think, be ser- 
iously considered, nor lupus, scleroderma, 
sickle cell anemia, so-called adiposity of the 
heart, and other rare conditions at times 
associated with cardiomegaly. 

Beri-beri heart disease should be men- 
tioned. There is no history of alcoholism or 
malnutrition in this patient, and no indica- 
tion of improvement on a controlled diet. 
There are no signs of peripheral neuritis 
or pellagra, as the patient’s blood count 
and total protein were normal. Neither is 
there evidence of the high output type of 
failure, of peripheral vasodilation with in- 
creased pulse pressure, or of accumulation 
of fluids in other serous cavities such as 
might suggest beri-beri. 
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Thyroid heart disease should always be 
considered in unexplained heart failure. 
This condition, like beri-beri and other 
types of curable heart disease, is one that 
we should always try to recognize, since 
cure is to be preferred to management, 
particularly in heart disease. 


Thyroid heart disease can also be men- 
tioned only to be discarded in this instance, 
however. Except for tachycardia, noted 
each of the few times the heart rate is 
mentioned (and these during episodes of 
failure), there is really no characteristic 
sign of hyperthyroidism in this patient or 
in his heart. Auricular fibrillation, often 
associated with hyperthyroidism, did not 
develop. Hypothyroidism amounting to 
myxedema may result in cardiac enlarge- 
ment, low QRS complexes (usually even 
lower than in our patient), and in heart 
failure; but again there is no evidence 
even suggestive of myxedema. I shall not 
labor this point further, just as I shall not 
expand on the heart failure associated with 
secondary cardiac enlargement, sometimes 
seen in Paget’s osteitis, cirrhosis of the 
liver, atrioventricular fistula, and other 
conditions. 


Aside from these metabolic possibilities, 
we should mention the fact that chronic 
pulmonary disease such as emphysema or 
the generalized pulmonary infiltration that 
occurs in silicosis, berylliosis, some chronic 
infectious diseases of the lung, or diffuse 
infiltration of the lung by certain types of 
pulmonary tumors might result in secon- 
dary cardiac hypertrophy and failure. In 
such instances, however, there should be 
evidence of cor pulmonale with right 
axis deviation, and there should be more 
evidence of the primary lung disease than 
this patient presents. 


Similarly, one should never forget the 
possibility of chronic, recurrent multiple 
pulmonary embolism as a cause of what 
appears to be heart disease and heart fail- 
ure. Again, in this patient there is no evi- 
dence of right-sided heart strain, either 
chronic or acute, and there are no past 
symptoms which would lead one to suspect 
pulmonary emboli or a source of chronic 
pulmonary embolism either in the heart or 
periphery. Consequently, this diagnosis, 
too, must be discarded. And so I must con- 
clude that the primary illness in this pa- 
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tient is neither a generalized metabolic 
disease nor a chronic pulmonary disease. 

But now let us turn to the heart itself 
and try to discover why, in a healthy and 
relatively young man, this vital organ 
should have become enlarged and in the 
process should have produced a train of 
symptoms over three and one-half years 
which we must accept, as they are de- 
scribed in this protocol, as evidence of an 
inefficient, failing myocardium, with re- 
sulting congestive failure. 

Could disease of the pericardium cause 
this picture? Indeed, disease of the peri- 
cardium can cause heart failure, but I 
doubt if it did so here. Constrictive peri- 
carditis results usually, though not always, 
in a small quiet heart; and there are other 
characteristics which rule it out here. Cer- 
tain types of adhesive pericarditis that do 
not produce generalized constriction may 
result in enlargement of certain cardiac 
chambers, depending on the in-flow or the 
out-flow tract or other area involved by the 
adhesions. But such general cardiac en- 
largement as this apparently was, and the 
clinical course which this case followed, 
would be unlikely. 

Inflammation of the pericardium, effu- 
sions within the pericardium, tumors of 
the pericardium—none are really suggested 
here. 

I do recall one case of apparently pro- 
gressive cardiac enlargement over many 
years which eventually proved to be due to 
a large, diffuse benign tumor (as I recall, 
a lipoma) of the pericardium, but its 
course was relatively benign and I believe 
that it did not adversely affect cardiac 
function to any great degree. 

Congenital heart disease is mentioned 
only to say that there is nothing to suggest 
it as a background for the development of 
the clinical picture seen in this patient at 
his age. 

Valvular heart disease, when so far as 
we know no cardiac murmurs were heard 
at any time over a period of three years, 
must be dismissed for lack of evidence, 
though occasionally unsuspected valvular 
lesions are discovered in a heart where 
murmurs were thought to be absent or in- 
significant. Nor can subacute bacterial en- 
docarditis be seriously entertained as a 
diagnosis in the absence of murmurs. 
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Infectious processes may involve the 
heart and result in so-called myocarditis 
and eventually in cardiac hypertrophy, di- 
latation, or both, with failure. But there is 
no evidence that present or past infection 
played a primary role in this case, and such 
a diagnosis would have to be made on mi- 
croscopic rather than clinical grounds. 


In this connection, it is well to note that 
the patient’s serolozic status, either for 
his blood or for his spinal fluid, is not re- 
ported in the abstract. We will recal] that 
aneurysms of the ventricles occasionally 
give a false appearance of cardiac enlarge- 
ment. Such aneurysms, however, usually 
are the result of previous myocardial] in- 
farction and are not, like aneurysms of the 
aorta, the result of syphilitic infection or 
of medial sclerosis. 

Coronary heart disease is one of the 
chief causes of cardiac enlargement and 
heart failure, though the enlargement is 
more apt to be pronounced when associated 
with hypertension, which this patient ap- 
parently never had. It is to be recalled that 
an early consultant made a diagnosis of “a 
silent myocardial infarction,” probably 


basing his conclusions on the electrocardio- 
graphic changes we already have described, 
plus the fact that something had apparent- 
ly happened to this patient’s heart. I be- 


lieve that so-called “silent” coronary 
occlusions are the result of inattention on 
the part of some patients to their symp- 
toms or of their inability to describe these 
symptoms accurately, or possibly of inat- 
tention on the part of doctors to details of 
the history. I cannot accept a diagnosis of 
coronary heart disease as the basis of pro- 
gressive cardiac enlargement and failure 
over the course of several years without 
the patient’s having at any time exper- 
ienced subjective evidence of coronary in- 
sufficiency as manifested by angina of ex- 
ertion or emotion, or by a recognizable 
episode of more severe ischemia or infarc- 
tion. 

Tumors, both metastatic and primary, 
malignant and benign, do indeed affect the 
heart and pericardium or any part of 
either, and may at times give rise to con- 
duction defects, cardiac enlargement and 
failure, and other changes. Tumors within 
the heart usually are myxomas, and may 
simulate valvular disease and lead to car- 
diac enlargement. There are usually mur- 
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murs which change with position and pos- 
sess other characteristics that make the 
diagnosis possible, particularly by visuali- 
zation of the cardiac chambers. Lipomas, 
rhabdomyomas, sarcomas, endotheliomas, 
hemangiomas, and  lymphoendotheliomas 
may affect various parts of the heart and 
conduction system but are unlikely to cause 
generalized enlargement. A primary malig- 
nant tumor of the heart itself is rare in- 
deed. Three hundred cases are reported in 
the literature, and of these only 13 were 
diagnosed ante mortem. Nor is there any- 
thing here which would enable me to make 
a diagnosis of the fourteenth. 

By now it would seem that we had ex- 
hausted all the probabilities without ar- 
riving at a diagnosis. We have not, how- 
ever, except indirectly in mentioning tu- 
mors, myocarditis, metabolic disease and 
the like, considered the primary disease of 
the myocardium and endocardium itself as 
the cause of this syndrome. 

There is a condition reported in this 
country as idiopathic cardiac hypertrophy 
which warrants our consideration. It was 
first reported in the French literature in 
1901. Spodick and others, in 1958, found 
72 acceptable cases in subsequent medical 
literature and added 8 cases of their own. 
The etiology of this group of cases is ob- 
scure, as the name would indicate. A back- 
ground of nutritional deficiency is sug- 
gested because of certain similarities to 
the endocardial fibroelastosis reported as 
occurring on a deficiency basis in various 
groups of African natives, but this is only 
a hypothetical relationship. Similarly, fi- 
broelastosis has been reported in infants 
and children, apparently on a congenital 
basis, possibly with a background of anox- 
ia. It has also been described in adults. 

This syndrome, as it is seen in adults, 
may prove to be simply a syndrome rather 
than a disease entity, as any idiopathic 
syndrome may prove to be. It usually oc- 
curs in the fourth and fifth decades, and is 
seen in both the Negro and white races, 
usually in men, usually laborers. The out- 
standing clinical features include progres- 
sive, intractable cardiac enlargement and 
failure, often with embolization, running a 
course of a month to years. Evidence of 
other disease usually is lacking, as is evi- 
dence of infection. Gallop rhythms, proba- 
bly simply indicative of myocardial weak- 
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Figure 1 


ness, are frequent, and are associated with 
signs of cardiac failure. 

Electrocardiographic changes are non- 
specific, with bundle branch block, pro- 
longation of P-R interval, ST depression 
and T wave inversion, particularly in the 
lateral V leads, as was described in this 
case. The diagnosis must, to a large degree, 
be made by exclusion, as ours has had to be. 

This, then, is my conclusion and my diag- 
nosis: idiopathic cardiac hypertrophy with 
endomyocardial fibrosis. I would predict the 
following pathologic findings: first, in the 
brain an area of softening in the right 
hemisphere secondary to an embolus; sec- 
ond, in the lungs terminal broncho-pneu- 
monia and probably small emboli as an in- 
cidental finding but possibly contributing 
to some of the episodes of recurrent fail- 
ure. In addition, there should be severe 
passive congestion secondary to heart fail- 
ure and probably terminal bilateral] pleural 
effusion. 

In the heart, I would expect hypertrophy 
to predominate over dilatation and to in- 
volve the left ventricle more than the right, 
and I would expect the heart to weigh be- 
tween 550 and 650 Gm. The coronary ves- 
sels I would expect to be normal, as would 
be the valves and the pericardium. The en- 
docardium should be the site of mural 
thrombi localized over areas of thickening 
and of fibrosis. 

The myocardium I would expect to find 
rather firm but with an occasional hemor- 
rhagic area. Microscopically, there should 
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be hypertrophy and degeneration and con- 
nective tissue proliferation, with numerous 
areas of interstitial and perivascular 
fibrosis, most marked in the endocardium 
and subendocardial layers, and_ possibly 
most marked, in this case, in the left ven- 
tricle and in the septum, involving the con- 
duction system. There would probably be 
only small loci of secondary cellular reac- 
tion, without any evidence of a marked or 
active myocarditis. There might also be a 
thickened fibroelastic layer at the base of 
the endocardium. The remainder of the 
body I would expect to show only the 
changes secondary to cardiac failure such 
as liver engorgement. 


Pathologie Discussion 

Dr. PRICHARD: Dr. Gilmour has come 
as close to the diagnosis as I would think 
humanly possible. I say “has come close to 
the diagnosis” advisedly, since when [| tell 
you that our principal diagnosis was idio- 
pathic myocarditis I have not said a great 
deal. The immediate cause of death was 
embolism of the right middle cerebral! artery, 
which had produced infarction of the right 
parietal and occipital lobes. The embolus 
had originated from a mural thrombus at- 
tached to the left ventricular wall. There 
were also infarcts in the kidneys and 
spleen. The heart was moderately enlarged 
(660 Gm.), markedly dilated, and without 
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valvular lesions or significant coronary ar- 
tery disease. The other autopsy findings 
were nonspecific and noncontributory to 
this presentation. 


Microscopically there were poorly out- 
lined, small foci of coagulation necrosis of 
myocardial fibers, with moderate numbers 
of neutrophilic granulocytes and cardiac 
histiocytes interspersed with erythrocytes 
and prominent fibrocytes. In some foci 
there was a moderate amount of collagen 
deposition, and only a few of the cells men- 
tioned above. The inflammatory process 
also involved the epicardium and endocar- 
dium to a minor degree, and one might 
properly refer to the entire process as pan- 
carditis. 

The subject of myocarditis is not a very 
satisfactory one for discussion, since very 
little is known about cases of the present 
type; probably due, in part at least, to 
their rarity. It is sometimes difficult to 
realize that it was not so very long ago 
that myocarditis was diagnosed with con- 
siderable frequency, largely because post- 
mortem examinations were inadequate. 
Most of the “myocarditis” of years past 
would be recognized as myocardial infare- 
tion today. 

There is much confusion over classifica- 
tion and terms in myocarditis, and to delve 
into this problem would be beyond the 
scope of this discussion. The excellent re- 
view of Saphir, a dissertation of 100 pages, 
examines the general question in great de- 
tail. There are recognized entities which 
produce myocarditis, rheumatic fever  be- 
ing the most common in all probability, and 
diphtheria serving as an example of infec- 
tious disease producing important degen- 
erative and inflammatory changes in the 
myocardium. There is presumptive evi- 
dence which connects various drugs to myo- 
carditis, and sulfanomides have been rather 
extensively belabored from this standpoint; 
in each instance there is a strong element 
of post hoc reasoning. After all conceivable 
etiologic agents have been eliminated, there 
remains a group of myocardial inflamma- 
tory lesions which have very little distine- 
tive about them. Some occur in infants, and 
some in older people, like the present pa- 
tient. I see no point in appending ‘“Fied- 
ler’s” myocarditis to the diagnosis of this 
patient, since it adds nothing to our under- 
standing of the disease, even if it does have 
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a familiar ring. The significance of the 
rather vague respiratory illness which was 
a feature during this man’s clinical course 
is unknown to me. It does not seem to have 
been severe enough to have an important 
relationship to his myocarditis, and there 
is a great deal of subjectivity in any eval- 


uation of such ailments. 
1. Saphir, O: Myocarditis, Arch. Path. 32:1000-1051 (Dee.) 
1941; 33:88-137 (Jan.) 1942. 


Committees and Organizations 


NORTH CAROLINA DEPARTMENT 
OF PUBLIC HEALTH 

The enlargement of programs to deal with 
chronic diseases tops the list of North Carolina’s 
public health needs for 1960. 

Compulsory immunization for poliomyelitis is 
viewed as the outstanding public health achieve- 
ment of 1959. 

During the first week of January Dr. J. W. R 
Norton, State Health Director, took a look at prob- 
lems and programs for the New Year as_ the 
staff of the State Board of Health reviewed 
achievements for the past twelve months. 

The increasing industrialization of North Caro- 
lina has pointed up the presently inadequate fa- 
cilities for occupational health services from the 
State Board of Health to the industries of North 
Carolina. The need for an enlargement of this 
service to the State is becoming increasingly re- 
cognized. 

Passage by the 1959 General Assembly of com- 
pulsory immunization against poliomyelitis made 
North Carolina the first State in the Nation to 
enact this legislation, Dr. Norton stated. 

Among other achievements of the past year 
were: the recognition by the General Assembly of 
the importance of the State Board’s program of 
accident prevention; the extension of public health 
nursing services to the chronically ill in local 
health jurisdictions financially able to set up such 
a program; and the strengthening of the coopera- 
tion between the State Hospitals and the State 
Mental Health Authority, 

Turning to newly emerging health problems and 
the longstanding needs in public health in North 
Carolina, Dr. Norton underlined the urgent need 
for the enlargement of the program of mental 
health services to families. Other newly emerging 
health problems in North Carolina which directly 
affect the citizens are noted as: staphylococcal in- 
fections occurring in nursing homes and hospitals, 
and the need for more adequate protection of 
private water supplies from chemical] pollution. 
Migrant labor health problems and the extension 
of studies involving occupational hazards and in- 
volving alcoholism were also listed among the 
important emerging health problems. The study 
of atomic and nuclear programs as they affect 
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health administrative procedures will be important. 

Longstanding public health problems challeng- 
ing the State, as given by Dr. Norton included: 
expansion of chronic disease research work, health 
eare of the aged, the great difficulty in recruit- 
ment and retention of qualified health personnel 
and the lack of adequate financial resources in all 
health areas at both state and local levels. 

The increasing cost of medical care and_ hos- 
pitalization is seen as a problem both of long- 
standing and increasing importance. This increas- 
ing cost is resulting in inability of many families 
to obtain adequate health services. 

North Carolina has created a demand for dental 
services which cannot be met promptly with pre- 
sent personnel and resources in either the field of 
private practice or public health, Dr. Norton 
stated. 

Shortages in personnel exist in all areas of 
health care. The state is thirty-ninth in the ratio 
of physicians to population and forty-second with 
respect to dentists. The shortages are equally 
serious in public health personnel in all positions, 

If adequate personnel and finances were avail- 
able in North Carolina, the most important ex- 
pansion in program, according to Dr. Norton, 
would be focused on protection and maintenance 
of adult health in an organized administered man- 
ner. This would form the basis of an added 
strengthening of the human and material re- 
sources and the total economy of the State, Dr. 
Norton stated. 

“The State as a whole prospers, when, through 
good adult health, individuals and families and 
the communities prosper in ways that permit pro- 
fitable and productive work,’ Dr. Norton con- 
cluded. 


Classified Advertisements 


WANTED: Male psychiatrist; Diplomate or with 
three years approved training; to join group 
practice 145-bed approved psychiatric hospital. 
Salary: $15,000-$18,000 first year; $20,000-$25,- 
000 second with incentive factor. Write Box 790 
care this Journal, Raleigh, N. C. 


ONE UROLOGICAL TABLE with x-ray equip- 
ment for sale. Write Douglas Hamer, Jr., M.D.., 
Box 658, Lenoir, N. C. 


GENERAL PRACTITIONER for agricultural and 
industrial supported rural community of eight 
thousand in Eastern North Carolina. L. A. Gard- 
ner, Chrm. Medica! Service Committee, Saratoga 
Lions Club, Saratoga, N. C. 


DESIRABLE LOCATION for a physician. Contact 
Godley Realty Company, Mt. Holly Road, Char- 
lotte, North Carolina. 
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COMING MEETINGS 


Medical Society of the State of North Carolina, 
One Hundred Sixth Annual Session — Raleigh, 
April 8-11. 

Greensboro Academy of Medicine—Greensboro, 
March 24. 

Ninth Annual Cancer Symposium, sponsored by 
the Forsyth County Medical Society in cooperation 
with the Forsyth Cancer Service—Winston-Salem, 
March 31. 

Eighth Annual North Carolina Hospital Food 
Service Institute—North Carolina State College, 
Raleigh, April 6-8. 

First Physicians’ Institute on Alcoholism—Uni- 
versity of North Carolina School of Medicine, 
Chapel Hill, April 6 (2:00-6:00 p.m., followed by 
dinner and reception). 

New Hanover County Medical Symposium— 
Cape Fear Country Club, Wilmington, April 8. 

American College of Chest Physicians, Thir- 
teenth Annual Postgraduate Course in Diseases of 
the Chest—Sheraton Hotel, Philadelphia, March 
14-18. 

American Academy of General Practice, Twelfth 
Annual Scientific Assembly—Philadelphia, March 
21-24. 

Chicago Committee on Trauma of the American 
College of Surgeons, Fourth Postgraduate Course 
on Fractures and Other Trauma—Chicago, April 
27-30. 


NEW MEMBERS OF THE STATE SOCIETY 

The following physicians joined the Medica] 
Society of the State of North Carolina during the 
month of January. 

Dr. John W. Barnard, Banner Elk; Dr. Robert 
Clement Smith, Banner Elk; Dr. Jack Bernard 
Perkins, P. O. Box 1027, Southport; Dr. Claude 
Benjamin Goswick, Jr., 726 5th Avenue, W., Hen- 
dersonville; Dr. Arthur Sherman Morris, Jr., P, O. 
Box 25, Hot Springs; Dr. John F. Ditunno, Jr., 
Hot Springs. 


NEWS NOTES FROM THE DUKE UNIVERSITY 
MEDICAL CENTER 

Establishment of a new training and research 
program at Duke University to provide for ef- 
fective collaboration between the social sciences 
and health fields has been announced by Dr. Paul 
M. Gross, vice-president in the Division of Educa- 
tion. 

The program is headed jointly by Dr. John C, 
McKinney, chairman of the Department of Sociol- 
ogy, who has received the additional] title of 
professor of medical sociology; and Dr. Ewald W. 
Busse, chairman of the Duke Medical Center’s 
Psychiatry Department. 
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The appointment of Charles C. Boone as one of 
two assistant superintendents of Duke Hospital 
has been announced by hospital superintendent 
Charles H. Frenzel. 

Succeeding the late Dewitt Wright, who died on 
August 10, 1959, Boone assumed his new position 
on January 26. He was formerly administrator of 
Barnwell County Hospital, South Carolina. 

* + 

H. D. Maynard Jr. has been named assistant 
business manager of the surgical division of Duke 
Hospital’s Private Diagnostic Clinic. 

He will assume a position left vacant by Lewis 
W. Sykes, who has resigned effective December 31 
to become business manager of the Miller Ortho- 
pedic Clinic in Charlotte. 


* 


A new clinic for children and young people af- 
flicted with cystic fibrosis has been organized at 
the Duke University Medical Center. 

Cystic fibrosis, a relatively common hereditary 
disease which affects the lungs and pancreas, has 
been recognized only within the past 20 years. 
Before the introduction of “miracle” antibiotics, 
few persons with the disease lived beyond 14 years 
of age, 

The new Duke clinic is headed by Dr. Susan C. 
Dees, professor of pediatrics, and Dr. A. Douglas 
Rice, instructor in pediatrics. Working with them 
are other Duke pediatricians and members of the 
Medical Center’s dietetics and physical therapy 
staffs. 


NEWS NOTES FROM THE 
UNIVERSITY OF NORTH CAROLINA 
SCHOOL OF MEDICINE 


Dr. Kenneth M. Brinkhous, professor and head 
of the Department of Pathology, is the editor of 
a new book concerning an international medical 
meeting held in Rome in September. 

The book, entitled “Hemophilia and other Hem- 
orrhagic States,” has just been released by the 
University of North Carolina Press. 

The U.N.C. School of Medicine has long been 
known as one of the world’s leading centers for 
the study of hemophilia and other bleeding dis- 
eases. The world’s only colony of dogs that have 
hemophilia is located at the School of Medicine. 

A capacity enrollment of 50 Tar Heel physi- 
cians attended a three-day course in pediatric 
cardiology at the University of North Carolina 
School of Medicine January 13-15. 

Instructors for the course, in addition to a num- 
ber of the faculty members of the U,N.C. School 
of Medicine, were Dr. Edward C. Lambert of the 
University of Buffalo School of Medicine and Dr. 
Robert F. Castle of the Duke University School of 
medicine. 
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Two leaves of absence and one appointment in 
the University of North Carolina School of Medi- 
cine have been announced by Chancellor William 
B. Aycock. 

Dr. Charles H. Burnett, professor and head of 
the Department of Medicine, has been granted a 
one-year leave of absence beginning July 1. Dr. 
Burnett will be engaged in research in London at 
the University of London and the Galton Labora- 
tory for Human Eugenics. 

Dr. Carl W. Gottschalk will receive a year’s 
leave at the same time. He will be engaged in re- 
search at the Biochemical Institute of the Uni- 
versity of Copenhagen, Denmark, 

Dr. A. J. Bambara has been appointed a U. S. 
Public Health Service practitioner trainee in the 
Department of Psychiatry. 


A research grant in the amount of $79,953 (for 
a three-year period) has been awarded by the 
National Institute of Menta] Heath to Dr. Hans 
H. Strupp, associate professor of psychology and 
director of psychological services in the Depart- 
ment of Psychiatry. This research will concern 
the role and function of the psychotherapist’s 
personality and attitudes in the psychotherapeutic 
process. The work has been in progress since 
1955, and is carried out in collaboration with Joan 
V. Williams, Ph. D., and Martin S. Wallach, Ph. D, 


The appointment of Rachel L. Nunley to the 
State Examining Committee of Physica] Thera- 
pists was announced recently by Governor Hodges. 

Miss Nunley, an instructor in physical therapy 
at the University of North Carolina School of 
Medicine, will serve a three-year term, succeeding 
Margaret Moore, chief physical therapist of the 
North Carolina Memoria] Hospital. 


* * * 


North Carolina Memoria] Hospital has been 
awarded a grant of $114,494 by the Genera] Med- 
ical Services Division of the National Institute of 
Health of the United States Public Health Serv- 
ice. The grant will finance a four-year research 
project entitled “Improving Hospital Physician 
Relations Through Education.” Dr. Robert R. Cad- 
mus, director of the Hospital and professor of 
hospital administration of the Schoo] of Medicine, 
will serve as principal investigator. 

The purpose of this study is to develop with the 
existing medical curriculum an effective program 
of instruction which will provide to the maturing 
medical student a better understanding of the ad- 
ministrative implications of the practice of medi- 
cine, particularly in the hospital setting. It is 
hoped that with increased knowledge and with the 
development of sound and mutually acceptable 
concepts, these relationships can be strengthened 
on a national level. 
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Four women technicians in x-ray technology re- 
ceived certificates recently to mark the comple- 
tion of a 15-month course in radiology sponsored 
by North Carolina Memorial Hospital, 

The four are Nancy Lanier Green, Durham; 
Violet Sue Stancil, Kenly; Joyce Gayle Strickland, 
Wilmington; and Alice Louise Teague, Liberty. 

* * 

University of North Carolina President William 
C. Friday was announced recently as a member of 
a special board to choose Markle Scholars—out- 
standing young doctors in medical schools in the 
United States and Canada. 

The Markle Foundation of New York, which 
makes 25 awards a year of $30,000 each to young 
physicians and surgeons, stated that President 
Friday will serve on the Markle Selections Com- 
mittee for seven western states. 


NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE 
OF WAKE FOREST COLLEGE 


A Department of Neurology has been estab- 
lished at Bowman Gray. Heretofore neurology has 
functioned as a section of the Department of Psy- 
chiatry. The Board of Trustees has approved Dr. 
Martin G. Netsky, who has been in charge of the 
Neurology Section for the past four years, as 
chairman of the new department. 

In establishing this new department, the Board 
of Trustees took note of the broad scientific and 
educational contributions and the growing impor- 
tance of neurology in this institution. The staff of 
the Department of Neurology has participated in 
educational programs of undergraduate medical 
students in all four years, has developed strong 
programs at the graduate level in neurology and 
pediatric-neurology, and is now engaged in ex- 
tensive and varied research activities. 

Dr. Harold D. Green, professor of physiology 
and pharmacology, has been appointed to the 
editorial board of Circulation Research. This ap- 
pointment is for a period of five years. 


Dr, Samuel H. Love, instructor in microbiology 
and immunology, has returned after a year’s leave 
of absence. During that time he was associated 
with the Department of Biochemistry at the Uni- 
versity of Pennsylvania School of Medicine, where 
he was engaged in study of growth and cell dif- 
ferentiation from the biochemical viewpoint, util- 
izing tissue culture techniques. 

a * 


The North Carolina Heart Association awarded 
Grants-in-Aid totaling $9,132.00 to the following 
faculty members of the Bowman Gray School of 
Medicine: Drs. John LeMay, J. Maxwell Little, 
Jesse Meredith, Henry Miller, Joseph Whitley, 
and Nancy O’Neil Whitley. 
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FORSYTH COUNTY CANCER SYMPOSIUM 
The ninth annual cancer symposium sponsored 
by the Forsyth County Medical Society and the 
Forsyth Cancer Service will be presented at the 
Hotel Robert E. Lee in Winston-Salem on March 
31. 
The following tentative program, entitled “Can- 
cer in Childhood,” has been arranged. 
1:00 p.m.—Registration 
1:15 p.m.—Symposium called to order 
Invocation—Dr. Mark Depp, Centen- 
ary Methodist Church 
Welcome—Dr, Charles R. Welfare, 
President Forsyth County Medical 
Society 
Mrs. Fred P. Crouch, President Board 
of Directors Forsyth Cancer Service 
1:30 p.m.—Basic biological features in childhood 
cancer 
Dr. James B. Arey, Associate Pro- 
fessor of Pathology, Temple Univer- 
sity, Pa. 
2:00 p.m.—Childhood leukemia and related dis- 
eases 
Dr. Nathan J. Smith, Professor of 
Pediatrics, University of Wisconsin, 
Madison, Wisconsin 
2:30 p.m.—Cancer of the genito-urinary tract 
in childhood 
Dr, Albert J. Paquin, Professor of 
Urology, University of Virginia, 
Charlottesville, Va. 
3:15 p.m.—Panel Discussion 
Dr. Eben Alexander, Jr., professor of 
neurology, Bowman Gray School of 
Medicine, will join the other speakers 
for this panel. 
7:00 p.m. Dinner—Ballroom 
Speaker: Dr. W. C. Davison 
Presiding—Dr, Charles R. Welfare 


GREENSBORO ACADEMY OF MEDICINE 


The following program has been arranged for 
the Greensboro Academy of Medicine to be held 
on Thursday, March 24. 

“The Therapeutic Use of Radio Isotopes’— 
Manuel M. Garcia, M.D., Professor of Radiology, 
Tulane University School of Medicine, New Or- 
leans 

“Massive Hemorrhage From The Lower Gastro- 
intestinal Tract: Diagnosis & Treatment’”—Ru- 
dolf Noer, M.D., Professor of Surgery, University 
of Louisville, Louisville 

“Perinatal Mortality’—D. Frank Kaltreider, 
M.D., Professor of Obstetrics, University of Mary- 
land, Baltimore 

“Congenital Heart Disease’—Allen Friedlich, 
M.D., Associate Professor of Medicine, Harvard 
Medical School, Boston 

“Extent of Cancer Illness in the United States” 
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—Michael Shimkin, M.D., Nationa] Institute of 
Cancer, Bethesda, Maryland 

“The Tired Mother Syndrome’—Leonard Lov- 
shin, M.D. (after dinner), Cleveland Clinic, Cleve- 
land, Ohio 


NEW HANOVER MEDICAL SOCIETY 
The New Hanover County Medical Symposium, 
held previously at Wrightsville Beach in July, will 
be presented this year on April 8 at the Cape 
Fear Country Club. The following program has 
been announced. 
I—Panel Discussion on Tobacco and Cancer 
1—Dr. Alton Ochsner—Surgeon in chief— 
Ochsner Clinic 
2—Dr. Douglas Sprunt—Professor of Pathol- 
ogy—University of Tennessee 
3—Representative from the Tobacco Industry 
—Moderator Dr. George Lumb 
II—Panel Discussion on Death and Its Legal 
Consequences. 
1—Dr. Milton Helpern—Chief Medical Ex- 
aminer—New York City 
2—Mr. Malcolm Seawell, Attorney General— 
State of North Carolina 
3—Dr. Douglas Sprunt—Professor of Pathol- 
ogy—University of Tennessee 
Moderator, Mr. Aaron Goldberg 
III—Panel Discussion on the Thyroid Gland 
1—Dr, Milton Hamolsky, Assistant Professor 
of Medicine Harvard Medical School 
2—Dr. R. M. Hill, Assistant Professor of 
Medicine, University of Alabama 
3—Surgeon to be announced 
Moderator—Dr. Samuel Warshauer 


ROBESON COUNTY 
MEDICAL SOCIETY 
The Robeson County Medical Society held its 
monthly meeting on February 1 at Johnson’s Res- 
taurant in Lumberton. The program was _ spon- 
sored by the Robeson County Unit of the Amer- 
ican Cancer Society. Dr. Damon Blake, director of 
radiotherapy, Bowman Gray School of Medicine 
spoke on the use of cobalt therapy in the treat- 
ment of cancer, 
The executive committee of the county unit of 
the American Cancer Society were guests of the 
society at the meeting. 


FORSYTH COUNTY 
MEDICAL SOCIETY 
The regular dinner meeting of the Forsyth 
County Medical Society was held on February 9 
at the Hotel Robert E. Lee. Mr. C. W. Johnson, 
chief federal agent of the Narcotic Division, 
Greensboro, discussed the problem of narcotic ad- 
diction. A sound film was shown in connection 
with the discussion. 
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EDGECOMBE-NASH MEDICAL SOCIETY 


The Edgecombe-Nash Medical Society met on 
January 13 at the Rio Restaurant in Rocky Mount. 
Dr. C. T. Smith was in charge of the program 
and introduced as speaker Dr. George Andrews of 
the Dorothea Dix Hospital, whose subject was 
preventive psychiatry. 

Officers of the society for 1960 are as follows: 
Dr. J. G. Chamblee, president; Dr. O. E. Bell, 
president-elect; Dr. J. C. Brantley, Jr., first vice 
president; Dr. L. W. Robertson, second vice pres- 
ident; Dr. J. M. Warren, secretary and treasurer; 
Dr, N. B. Carter, editor of the Bulletin. 


NEWS NOTES 


Dr. Donald B. Koonce and Dr. John B. Coding- 
ton of Wilmington have announced their associa- 
tion in the practice of genera] surgery, with of- 
fices at 408 Eleventh Street. 


TRI-STATE MEDICAL ASSOCIATION 


Annual Meeting, March 21 and 22, 1960, Colum- 
bia Hotel, Columbia, South Carolina. 
Program 

Monday, March 21 

9:30 a.m.— ‘Current Medical Treatment of Hy- 
per-Cholesterolemia and Hyperlipemia 
and Atherosclerosis”—Dr. Edwin 
Boyle, Jr., Charleston, S. C. 

10:00 a.m.—Paper—“Recent Surgical Develop- 
ments in Hypertension and Peptic 
Uleer,’—Dr. Keith S. Grimson, Dur- 
ham, N. C. 

11:00 a.m,—Paper—‘What Do Simple Kidney 
Function Tests Mean?”—Dr. Cheves 
McC. Smythe, Charleston, S. C. 

11:30 a.m.—Paper—“Neurological Complications 
of Disease of the Cervical Spine,”— 
Dr. Rhett Talbert, Charleston, S. C. 

12:00 Noon—Paper—“Diagnosis and Medical 
Management of Bleeding Esophageal 
Varices”—Dr. Malcolm P. Tyor, Dur- 
ham, N. C. 

12:30 to 2:00 p.m,—Luncheon Panel 
Dr. Keith Grimson, Moderator, Dr. 
Edwin Boyle, Jr., Dr. Cheves McC. 
Smythe, Dr. Rhett Talbert, and Dr. 
Maleolm P. Tyor 

2:00 p.m.—Paper—“Pulmonary Alveolar 
Proteinosis’—Dr. William Schulze, 
Greenville, S. C. 

2:30 p.m,—Paper—“The Role of Ascorbic Acid in 
Human Pathology”’—Dr. Fred R. 
Klenner, Reidsville, N. C. 

3:30 p.m.—Panel on Psychosomatic Medicine 
(a) Dr. Charles Fulghum, Department 
of Psychiatry and Neurology, Emory 
University Medical College, Atlanta, 
Georgia 
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(b) “How the Treatment of Some of 
Aged Psychotics Can be Effective’— 
Dr. James Asa Shield, Chief of 
Department of Psychiatry and 
Neurology, Medical College of Vir- 
ginia, Richmond, Va. 

(c) “Somatophysic Manifestations of 
Disease”—Dr, Vince Moseley, Chief 
of Department of Medicine, Medical 
College of South Carolina, Charleston, 
S. C. 

(d) “Psychosomatic Problems in 
General Practice’—Dr. William 
Hendrix, President of S. C. Chapter 
of the American Academy of General 
Practice, Spartanburg, S. C. 

(e) General discussion by Drs. Ful- 
ghum, Shield, Moseley and Hendrix 
with questions from the floor. 


Tuesday, March 22 


8:30 a.m.—Paper—“Blood Sugar and Urine 
Sugar Determinations in the Diagno- 
sis and Management of Diabetes”— 
Dr. William R. Jordan, Richmond, Va. 

9:00 a.m,—Paper—“Office Urology”—Dr. 

Kenneth M. Lynch, Jr., Charleston, 
8. C. 

9:30 a.m.—Paper—‘“Surgical Treatment of Facial 
Injuries’—Dr. C. C. Coleman, Jr., 
Charlottesville, Va. 

10:00 a.m.—Paper—“Endocrine Therapy In 
General Practice’—Dr. J, Richard 
Sosnowski, Charleston, S. C. 

11:00 a.m.—Paper—“The Treatment of Conges- 
tive Heart Failure’—Dr. Paul D. 
Camp, Richmond, Va. 

11:30 a.m.—Paper—“The Treatment of Electro- 
lyte Emergencies’”—Dr. Dana C. 
Mitchell, Jr., Columbia, S. C. 

12:00 Noon—Paper—“Diagnostic and Treatment 
of Respiratory Infections in Children 
—Dr, George Dean Johnson, Spartan- 
burg, S. C. 

12:30 to 2:00 p.m.—Luncheon—Panel 
Dr. C, C. Coleman, Jr., Moderator, Dr. 
Paul D. Camp, Dr. Kenneth M. Lynch, 
Jr.. Dr. Dana C. Mitchell, Jr., Dr. 
George D. Johnson, Dr. J. Richard 
Sosnowski and Dr. William R. Jordan. 

2:00 p.m.—Paper—“Problems in Immunization 
Against Infectious Diseases’”—Dr. 
Samuel F, Ravenel, Greensboro, N. C. 

3:00 to 4:30 p.m.—Panel on Thyroid Disease 
(a) “Problems in Diagnosis and 
Treatment of Thyroid Disease”’—Dr. 
William H. Prioleau, Moderator, 
Clinical Professor of Surgery, Med- 
ical College of S. C., Charleston, S, C. 
(b) “Medical Evaluation in Thyroid 
Disease”—Dr. Ben N. Miller, Senior 
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Visiting Staff, Internal Medicine, 
Columbia Hospital, Columbia, S. C. 
(c) “Pathological Pitfalls in the 
Diagnosis of Thyroid Lesions’—Dr. 
Rawling Pratt-Thomas, Professor of 
Pathology, Medical College of South 
Carolina, Charleston, S, C. 

(d) “Behavior of the Thyroid During 
Pregnancy”’—Dr. Luther Talbert, 
Department of Obstetrics and Gyne- 
cology, University of North Carolina, 
Chapel Hill, N. C. 

(e) Genera] Discussion by Drs. 
Priolear, Miller, Pratt-Thomas and 
Talbert with questions from the floor. 


SOUTHERN MEDICAL ASSOCIATION 

Robert F. Butts, Birmingham, business manager 
of Southern Medical Association, has been named 
executive secretary-treasurer of the 14,000-member 
association. He also retains his duties as business 
manager. 

The announcement was made by Dr. Edwin 
Hugh Lawson, New Orleans, president of the 
S.M.A. following a meeting of the association’s 
executive committee. 

Dr. Lawson also announced the appointment of 
V. O. Foster, Birmingham, as professional rela- 
tions counselor, C. P. Loranz, Birmingham, re- 
mains as adviser and special consultant, Dr. Law- 
son said. 

Southern Medical maintains home office-head- 
quarters at 2601 Highland Avenue, Birmingham. 
Its fifty-fourth annual meeting will be held in St. 
Louis, Missouri, October 31-November 3 of this 
year. 


SOUTHERN MEDICAL ASSOCIATION 
Section on Ophthalmology and Otolaryngology 
At the meeting of the Southern Medica] Asso- 
ciation held in Atlanta on November 15-19. 1959, 
the following officers were elected for the Section 
on Ophthalmology and Otolaryngology for the 
coming year: 

Chairman, Dr. George M. Haik, Professor and 
Head of the Department of Ophthalmology at 
Louisiana State University School of Medicine, 
812 Maison Blanche Building, New Orleans 16, 
Louisiana. 

Chairman-elect, Dr, Mercer G. Lynch, Assistant 
Professor of Otolaryngology, Tulane University 
School of Medicine, 3503 Prytania Street, New 
Orleans 15, Louisiana. 

Vice-Chairman, Dr. Bernard J. McMahon, Di- 
rector of the Department and Clinical Professor 
of Otolaryngology, St. Louis University School of 
Medicine, 8230 Forsythe Blvd., Clayton 24, Mis- 
souri. 

Secretary, Dr. Albert C. Esposito, First Hunt- 
ington National Bank Building, Huntington, West 
Virginia, formerly instructor of ophthalmology, 
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Ohio State Universiy College of Medicine, Colum- 
bus, Ohio. 

The next meeting of the Section will be held in 
St. Louis, Missouri, from October 31 to Novem- 
ber 3, 1960. Those interested in participating 
should write to the Secretary of the Section, Dr, 
Albert C. Esposito. 


AMERICAN COLLEGE OF CHEST PHYSICIANS 
(SOUTHERN CHAPTER) 

At the annual meeting of the Southern Chapter 
of the American College of Chest Physicians, held 
in Atlanta, Georgia, November 15-16, 1959, the 
following officers were elected: president—John 
H. Seabury, M.D., New Orleans, Louisiana; first 
vice-president—DeWitt C. Daughtry, M.D., Miami, 
Florida; second vice president—Henry R. Hos- 
kins, D., San Antonio, Texas; secretary-treasurer— 
Joseph W. Peabody, Jr., M.D,, Washington, D.C. 


AMERICAN COLLEGE OF SURGEONS 

A grant of $146,275 by The John A. Hartford 
Foundation, Inc., of New York, to the American 
College of Surgeons to inaugurate a program for 
improving the medical management of the sur- 
gical and injured patient was announced recently 
Mr. Ralph W. Burger, president of the Founda- 
tion and Dr, I. S. Ravdin, chairman of the Board 
of Regents of the College. 


AMERICAN BOARD OF 
OBSTETRICS AND GYNECOLOGY 

Then next scheduled examinations (Part II), 
oral and clinical, for all candidates will be con- 
ducted at the Edgewater Beach Hotel, Chicago, 
Illinois, by the entire Board from Apri] 11 through 
16. Formal notice of the exact time of each can- 
didate’s examination will be sent him in advance. 

Candidates who participated in the Part I Ex- 
aminations will be notified of their eligibility for 
the Part II Examinations as soon as possible. 

The deadline date for the receipt of New and 
Reopened Applications for the 1961 examinations 
is August the first 1960. Candidates are urged to 
submit their applications as soon as possible be- 
fore that time. 


THE WoRLD MEDICAL ASSOCIATION 

The German Medical Association, host of the 
fourteenth General Assembly of the World Med- 
ical Association, scheduled to convene in West 
Berlin, September 15-22, 1960, has extended a cor- 
dial invitation to all the doctors of the world to 
attend this outstanding meeting. 

Additional information including programs and 
schedules will be available on or about March 1 at 
the W.M.A. Headquarters Secretariat. Request 
should be addressed to: The World Medical As- 
sociation, 10 Columbus Circle, New York 19, New 
York, 


BULLETIN 


BOARD 


THE NATIONAL ASSOCIATION 
OF BLUE SHIELD PLANS 

More than 1,600,000 persons enrolled in the 73 
Blue Shield Plans located in North America dur- 
ing the first nine months of 1959, and during the 
same period Blue Shield paid out over $487,500,000 
for medical-surgical care rendered to members, 
the National Association of Blue Shield Plans re- 
ported today. 

The nationwide Blue Shield Plans and their 
sponsoring medical societies have registered out- 
standing progress in implementing the American 
Medical Association resolution—passed December 
4, 1958—calling for the development of medical 
care coverage for the aged by voluntary means, 
John W. Castellucci, executive vice president of 
the National Association of Blue Shield Plans 
said recently in Chicago. 

“We have just completed a special survey in 
order to determine the progress made by Blue 
Shield Plans since the passage of the AMA resolu- 
tion last December 4 and the results are most 
encouraging,” Castellucci reported. 

“Only eight of the 67 Blue Shield Plans located 
in the United States, with only two per cent of 
total Blue Shield membership, have no programs 
for senior citizens in the works at the present 
time,” he noted. 


The Month in Washington 


Overshadowing all other developments 
from the standpoint of the medical pro- 
fession was the flat prediction from a high 
Administration official and key lawmakers 
that Congress this year would vote some 
sort of liberalization of the Social Security 
program. 

There was general agreement that Con- 
gress would broaden the Social Security 
plan for permanently and totally disabled 
persons by removing the requirement that 
a person has to be at least 50 years of age 
before receiving such benefits. 

However, there were forecasts of even 
further liberalization. House Speaker Sam 
Rayburn (D., Texas.) said monthly cash 
benefits also may be boosted. On the other 
hand, the House leader said he believed a 
majority of the House Ways and Means 
Committee were opposed to the disputed 
Forand bill that would finance partial 
health care for the elderly through higher 
Social Security taxes at an estimated extra 
cost of $2 billion annually. As a result, he’ 
said, he did not think “there was a great 
deal of chance for it.” But the AFL-CIO 


From the Washington Office of the American Medical As- 
sociation, 1523 L Street, N. W. 
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and some Congressional backers of the 
highly controversial bill were urging Con- 
gress to approve it this year. 

Arthur S. Flemming, Secretary of 
Health, Education and Welfare, asserted 
that the Administration is planning to offer 
a program aimed at assisting needy aged 
to meet health bills, but gave no details. 
The official noted that the Administration 
has firmly opposed the Forand-type ap- 
proach on grounds it would destroy the 
rapid progress in meeting the problem 
through private means. But Flemming, in 
a speech before the American Association 
of University Teachers of Insurance, said 
the Administration has an obligation ‘to 
stay with it” until it arrives at a plan. 

Congress has extended the Social Secur- 
ity program every presidential election 


year since 1948, and 1960 appeared to be 
no exception. Whether or not the issue of 


this patient 
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medical care for the aged will be included 
was one of the big question marks early in 
the session. 

Shortly before Congress convened, the 
Boards of Trustees of the A.M.A. and the 
American Hospital Association, in a joint 
resolution, pledged to “mobilize their full 
resources to accelerate the development of 
adequately financed health care programs 
for needy persons—especially the aged 
needy—” at state and local levels 

The Boards said Forand-type legislation 
is “not designed to assist to the needy, 
since they apply to all Social Security bene- 
ficiaries and exclude the majority of needy 
persons, who are not eligible for Social Se- 
curity benefits.” 

Following the action, Dr. Louis M. Orr, 
A.M.A. President, and three other A.M.A. 
officials—Dr. E. Vincent Askey, President- 
Elect, Dr. F. J. L. Blasingame, Executive 


with intermittent claudication 


every block was a mile long 
now. earlidin 


makes the blocks so much shorter... 
he can walk many more of them in comfort 


u. S. vitamin & pharmaceutical corporation 


Arlington-Funk Laboratories, division 
250 East 43rd Street, New York 17, N. Y. 
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Vice President, and Dr. Ernest B. Howard, 
Assistant Executive Vice President—visited 
Vice President Richard M. Nixon at his 
Washington Office. They told the Vice 
President that by the end of this year an 
estimated 60 per cent of the nation’s aged 
persons who want and need voluntary 
health insurance will have it. 

Mr. Nixon, according to the officials, was 
delighted to receive the information and 
“very much interested” in the program of 
voluntary health insurance for the aged. 


Iu Memoriam 


Oscar Julian Houser, M.D. 
WHEREAS, Dr. Oscar Julian Houser was born 
December 27, 1885, and died July 21, 1959. 
He was educated in the schools of Gaston County 
and the North Carolina Medical College from which 


he graduated in 1914. He engaged in the general 
practice of medicine until 1921. He then took a 
graduate course in eye, ear, nose and throat at the 
Manhattan Hospital and the New York Post- 
graduate Clinic. He returned to Charlotte and fol- 
lowed this specialty until his death. During his 
span of life he gave wholeheartedly to his profes- 
sion and to his church, and therefrom gained many 
firm and lasting friendships. 


Therefore, be it Resolved, That the Mecklenburg 
County Medical Society has lost a valuable mem- 
ber and that he will be greatly missed by his col- 
leagues; and that we, the members of the Mecklen- 
burg County Medical Society express our deep sor- 
row and extend our sympathy to his bereaved 
family; and that a copy of these RESOLUTIONS 
be placed in the permanent files of this Society; 
and that a copy be sent to his family. 


C. L. Nance, M.D., Chairman 
H. L. Newton, M.D. 
R. B. McKnight, M.D. 


arlidin. 


brand of nylidrin hydrochloride N.N.D. 


safely increases local blood supply and oxygen 
where needed most...in distressed ‘‘walking’’ muscles 
for sustained, gratifying relief of pain and spasm in 


intermittent claudication of 
arteriosclerosis obliterans 
thromboangiitis obliterans 
diabetic atheromatosis 


night leg cramps Arlidin is available in 6 mg. 


scored tablets, and 5 mg. per cc. 


ischemic ulcers parenteral solution. See PDR 
Raynaud’s syndrome 
cold feet, legs and hands 2,661,372 and 2,661,373 


for dosage and packaging. 
Protected by U. S. Patent Numbers: 
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Henry Lee Sloan 
1886-1959 


Henry Sloan was born in Ingold, North Carolina, 
August 6, 1886, the son of Dr. Henry and Cath- 
erine (Boykin) Sloan. 


He attended the University of North Carolina, 
graduating with the degree of Bachelor of Arts 
in 1907, and received the degree of Doctor of 
Medicine from the University of Pennsylvania in 
1911. 


Postgraduate training was obtained at the 
Presbyterian Hospital in Philadelphia, Pennsyl- 
vania and at the New York Eye and Ear Infirm- 
ary, 

He located in Lincolnton, North Carolina, where 
he practiced general medicine for one year and 
then became associated with the late Dr. J. P. 
Matheson and the late Dr. C. N. Peeler in the 
founding of the Charlotte Eye, Ear and Throat 
Hospital in 1923. 


Dr. Sloan was a pioneer in ophthalmology in 
this area; and his interest, his enthusiasm, and 
his scientific achievement was widely acclaimed. 


He maintained a keen interest in medical] affairs, 
served as President of the Mecklenburg County 
Medical Society, was active in the affairs of the 
North Carolina State Medical Society, and re- 
ceived its Moore County Medal Award in 1926. 
He maintained an active interest in the American 
Academy of Ophthalmology and Otolaryngology 
and served on its regional committee for selection 
of candidates to the Society. 

Dr. Sloan was married to Emily Patterson 
Elliott in 1919. Born to them were a daughter, 
Jane Elliott, now residing in Pittsburgh, Penn- 
sylvania, and a son, Henry Lee Sloan Jr., an oph- 
thalmologist associated with the Charlotte Eye, 
Ear and Throat Hospital. Emily died in 1947, 
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In 1951 he married Eleanor Clarke Bullard who 
survives him. 

Henry Sloan was greatly endowed with charm 
and grace of manner which endeared him to a 
large circle of friends and confreres who were 
deeply sorrowed by his death November 5, 1959. 

J. S. Gaul 
Joseph A. Elliott 
V. K. Hart 


Dave Hebrank Smeltzer 
November 7, 1921-——July 22, 1959 


In the death of Dave H. Smeltzer on July 22, 
1959, the Mecklenburg County Medical Society and 
citizens of our community lost a good friend, phy- 
sician and loyal public servant. 

Dr. Smeltzer was born November 7, 1921 in 
Youngstown, Ohio. He graduated from Rayen 
High School there in 1939, and received his A. B. 
degree from Duke University in 1943. His medical 
education was interrupted by four years of active 
duty with the United States Navy, following which 
he returned to Duke University and received his 
M.D. degree in 1950. From July, 1950-52 he served 
a rotating internship and rotating residency at 
Charlotte Memorial Hospital, Dr. Smeltzer entered 
general practice in August, 1952, with his office 
located at 3312 Tuckaseege Road. He had been in 
practice seven years at the time of his death. It 
is with regret that we mark the passing of this 
young physician and friend. 

Dave is survived by one brother, his wife, the 
former Mildred James, and three children. 

Be it therefore Resolved that a copy of this 
memorial be entered in the Minutes of the Meck- 
lenburg County Medical Society, and copies be 
provided for his wife and his brother, Dr. James 
L. Smeltzer of Youngstown, Ohio, and the Med- 
ical Society of the State of North Carolina. 

John M, Kester, M.D. 
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when you see 
Signs of 
anxiety-tension 
specify 


brand of thiopropazate dihydrochloride 


for rapid relief of anxiety manifestations 


You will find Dartal outstandingly beneficial 
in management of the anxiety-tension states 
so frequent in hypertensive or menopausal 
patients. And Dartal is particularly useful 
in the treatment of anxiety associated with 
cardiovascular or gastrointestinal disease, or 
the tension experienced by the obese patient 
on restricted diet. You can expect consistent 
results with Dartal in general office practice. 


with low dosage: Only one 2, 5 or 10 mg. tablet 
t.i.d. with relative safety: Evidence indicates Dartal 
is not icterogenic. 


Clinical reports on Dartal: 1. Edisen, C. B., and Samuels, 
A.S.: A.M.A. Arch. Neurol. & Psychiat. 80:481 (Oct.) 1958. 
2. Ferrand, P. T.: Minnesota Med. 41:853 (Dec.) 1958. 
3. Mathews, F. P.: Am. J. Psychiat. 114:1034 (May) 1958. 
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properties 


new broad-spectrum 


greater inhibitory action...lower intake per 
dose... DECLOMYCIN produces equivalent or 
greater clinical activity with less antibiotic because 
of two basic factors: (1) increased potency, and 
(2) longer retention. 


broad-spectrum control in depth. Higher ac- 
tivity level enhances range of previous antibiotics. 
Some problem pathogens have been found more 
responsive. Strains of Pseudomonas, Proteus and 
A. aerogenes have proved sensitive to DECLOMYCIN. 


sustained activity level. DECLOMYCIN main- 
tains a more constant level of activity. Infection is 
quickly resolved. 


24-48 hours extra activity... protection 
against relapse. Antimicrobial control is main- 
tained after stopping dosage. Most other antibiotics 
dissipate rapidly on withdrawal. 


REFERENCES: 

1-11. Papers read at Seventh Symposium on Antibiotics, 
Washington, D. C., November 4-6, 1959. 

12. Phillips, F. M.: DECLOMYCIN—Seventh Interim Report. 
Department of Clinical Investigation, Lederie Laboratories, 
Pearl River, N. Y., December 4, 1959. 

CAPSULES, 150 mg., bottles of 16 and 100. 

Dosage: average adult, 1 capsule four times daily. 
PEDIATRIC DROPS, 60 mg./cc. in bottle of 10 cc. with cali- 
brated dropper. 

ORAL SUSPENSION, 75 mg./5 cc. tsp. in 2 oz. bottle. 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


a masterpiece of antibiotic design 
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genitourinary infection. roberts, M. S.; Seneca, H., 
and Lattimer, J. K.," New York, N. Y.-Ninety-one percent 
of the Gram-positive and 27 per cent of the Gram- 
negative, among 66 organisms cultured from geni- 
tourinary infection, responded to DECLOMYCIN. 
Serum antibiotic activity was found three times 
greater than with tetracycline. 


toleration. Boger, w. P., and Gavin, J. J.,2 Norristown, 
Pennsylvania— Side effects with DECLOMYCIN were 
minimal. When dosage was 0.5 to | Gm. daily in 
divided doses, only two of 82 patients exhibited 
nausea. 


activity level sustentation. Kunin, C. M.; Dornbush, 
A. C., and Finland, M.,? Boston, Massachusetts—Of the 
four tetracycline analogues, DECcLoMycIN Demeth- 
ylchlortetracycline showed the longest sustained 
activity levels in the blood. 


gonococcal infection. marmell, M., and Prigot, 
New York, N. Y.~Of 63 cases of gonorrhea, 61 
promptly responded after short courses of DECLO- 
MYCIN. Therapeutic effect was found equal to that 
of intramuscular penicillin. 


bronchopulmonary infection. Perry, D. M.; Hall, G. 
A., and Kirby, W. M. M.,5 Seattle, Washington —Of 30 cases 
of acute bacterial pneumonia, all were afebrile fol- 
lowing two to 10 days of treatment with DEcLo- 
MYCIN. Results were good in 21.... All of six 
patients with acute bronchitis responded promptly. 


pediatric infection. Fujii, R.; ichihashi, H.; Minamitani, 
M.; Konno, M., and Ishibashi, T., Tokyo, Japan—In 309 pe- 
diatric patients with various infections, DECLo- 
MYCIN was effective in 75 per cent. 


urogenital infection. vineyard, J. P.; Hogan, J., and 
Sanford, J. P.,’ Dallas, Texas— Clinical response in pye- 
lonephritis correlated well with results of in vitro 
sensitivity tests, which showed some strains of A. 


aerogenes, Proteus and Pseudomonas more suscep- 
tible to DecLomycin Demethylchlortetracycline 
than to its analogues. 


pneumonia. puke, C. J.; Katz, S., and Donohoe, R. F.," 
Washington, D. C.— Results were satisfactory in all but 
two of 32 cases of acute bacterial pneumonia, of 
which only I 1 were uncomplicated. No side effects 
were observed. 


brucellosis. Chavez Max G.,? Mexico, D. F., Mexico— All 
of nine patients with Br. melitensis infection were 
afebrile after five days on DECLOMYCIN. Blood cul- 
tures were negative in all cases on the 20th day. 
Side effects were limited to slight temperature in- 
creases which abated in four days. 


pustular dermatosis. piau, s., and Kanof, N. B.,"* New 
York, N. Y¥.—Results with DECLOMYCIN were excel- 
lent in both of two cases of impetigo, one of two 
cases of folliculitis, six of nine cases of furunculo- 
sis, all of three cases of acne rosacea and 26 of 45 
cases of acne vulgaris. Overall, results were excel- 
lent or good in 85 per cent. 


antibacterial spectrum. Finland, M.; Hirsch, H. A., 
and Kunin, C. M.,"' Boston, Massachusetts — DECLOMYCIN 
Demethylchlortetracycline was found the most ef- 
fective of the tetracycline analogues against two- 
thirds of 680 normally sensitive strains of 15 sepa- 
rate species. 


the over-all picture. combined results reported by 210 
clinical investigators'’*— DECLOMYCIN produced a fa- 
vorable response (cured or improved) in 87 per 
cent of 1,904 patients. Two-thirds of the patients 
received one capsule every six hours. Treatment 
was continued for as long as 180 days, but was 
between three and eight days in most. Side effects 
were seen in 9.9 per cent, but necessitated discon- 
tinuance of treatment in only 1.8 per cent. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York E Lederte) 
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Diagnostic 


Quandaries 
Gall Bladder Disease? 


Colitis? 


Chronic Appendicitis? 


Rheumatoid Arthritis? 


DISEASE that is frequently 
A overlooked in solving diag- 

nostic quandaries is amebiasis. 
sues Its symptoms are varied and 
contradictory, and diagnosis is extremely 
difficult. In one study, 56% of the cases 
would have been overlooked if the routine 
three stool specimens had been relied on.' 


Another study found 96% of a group 
of 150 patients with rheumatoid arthritis 
were infected by E. histolytica. In 15 of 
these subjects, nine stool specimens were 
required to establish the diagnosis.’ 


Webster discovered amebic infection in 
147 cases with prior diagnoses of spastic 
colon, psychoneurosis, gall bladder dis- 
ease, nervous indigestion, chronic appen- 
dicitis, and other diseases. Duration of 
symptoms varied from one week to over 
30 years. In some cases, it took as many 
as six stool specimens to establish the 
diagnosis of amebiasis.’ 


Now treatment with Glarubin provides 
a means of differential diagnosis in sus- 
pected cases of amebiasis. Glarubin, a 
crystalline glycoside obtained from the 
fruit of Simarouba glauca, is a safe, effec- 
tive amebicide. It contains no arsenic, 
bismuth, or iodine. Its virtual freedom 
from toxicity makes it practical to treat 


Regional Enteritis ? 


suspected cases without undertaking dif- 
ficult, and frequently undependable, stool 
analyses. Marked improvement following 
administration of Glarubin indicates path- 
ologically significant amebic infection. 

Glarubin is administered orally in tablet 
form and does not require strict medical 
supervision or hospitalization. Extensive 
clinical trials prove it highly effective in 
intestinal amebiasis. 


Glarubin* 


TABLETS 
specific for intestinal amebiasis 


Supplied in bottles of 40 tablets, each 
tablet containing 50 mg. of glaucarubin. 
Write for descriptive literature, bibli- 
ography, and dosage schedules. 


1. Cook, J.E., Briggs, G.W., and Hindley, F.W.: Chronic Ame- 


biasis and the Need for a Diagnostic Profile, Am. Pract. and Dig 
of Treat. 6:1821 (Dec., 1955 

2. Rinehart, R.E., and Marcus, H.: Incidence of Amebiasis in 
Healthy Individuals, Clinic Patients and Those with Rheumatoid 


Arthritis, Northwest Med., 54:708 (July, 1955) 


3. Webster, B.H.: Amebiasis, a Disease of Multiple Manifesta- 
tions, Am. Pract. and Dig. of Treat. 9:897 (June, 1958) 


*U.S. Pat. No. 2,864,745 


THE S.E. COMPANY 


BRISTOL, TENNESSEE 


KANSAS CITY - SAN FRANCISCO 


NEW YORK . 
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WHEN 

THE PATIENT 
WITHOUT 
ORGANIC DISEASE 


chronic constipation, 
flatulence, 


CONSIDER 


_ NEOCHOLAN® | 
Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 
normal peristalsis by restoring intestinal tone. 


Each Neocholan tablet provides: i Pp PITMAN-MOORE COMPANY 
Dehydrochloric Acid Compound, P-M Co, 

265 mg. (Dehydrochloric Acid, 250 mg.). AO M DIVISION OF ALLIED LABORATORIES, INC. 
Homatropine methylbromide 1.2 mg.;Pheno- INDIANAPOLIS, INDIANA 

barbital 8.0 mg. 

Supplied in bottles of 100 tablets. 
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Measure 


tastes tach daity cherry. 
flavored teaspoonful dose (5 cc.) contains: 


Lysine-Vitamins Lederle I-Lysine HCI ........................ 300 mg. 
help restore the normal blood picture—iron as ferric Bs Crytaline 25 

h tore or maintain normal hemoglobin. 
pyrophosphate to restore or maintai Pyridoxine HCl 


boost appetite and energy—vitamins...B,, Bs and Bu. Ferric Pyrophosphate (Soluble) 250 mg. 


upgrade low-grade protein—cereals and other low Iron (as Ferric Pyrophosphate) 30 mg. 
protein favorites of children, upgraded by I-Lysine, 
work with meat and other top protein to build 


stronger bodies. Botties of 4 and 16 fi. oz. 


Qderie) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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OXYGENATION 


WITH 


Geroniazol TT* b.i.d. 


@ Each Geroniazol TT tablet contains: 
Pentylenetetrazol ......300 mg. 
Nicotinic Acid .........150 mg. 


@ Indications: Respiratory and circu- 
latory stimulant for the aged and 
debilitated patient with symptoms 
of mental confusion, depression or 
atherosclerotic psychosis. 


© Supplied: Bottles of 42 Tablets (3 
* TEMPOTROL (Time Controlled - PHARMACAL COMPS 
Therapy) ’ Columbus 16, Ohio 
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no irritating crystals - uniform concentration in each drop. 


STERILE OPHTHALMIC SOLUTION 


NEO-HYDELTRASOL 


PREDNISOLONE 21-PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


“The solution of prednisolone has the 
advantage over the suspension in that no 
crystalline residue is left in the patient's 
cul-de-sac or in his lashes. ... The other 
advantage is that the patient does not have to 
shake the drops and is therefore sure of 
receiving a consistent dosage in each drop.’’2 


1. Lippmann, O.: Arch. Ophth. 57:339, March 1957 

2. Gordon, D.M.: Am. J. Ophth. 46:740, November 1958. 
supplied: 0.5% Sterile Ophthalmic Solution NEO- 
HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 
Ophthalmic Solution HYDELTRASOL”. In 5cc. and 2.5 ce 
dropper vials. Also available as 0.25% Ophthalmic 
Ointment NEO-HYDELTRASOL (with neomycin sulfate) 
and 0.25% Ophthalmic Ointment HYDELTRASOL. 

in 3.5 Gm. tubes. 


HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., Inc. 


iG MERCK SHARP & DOHME Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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Naturally, KANTREx Injection 
should not be used in mild or self-limited 
infections, but as Yow states, “it 
should not be withheld in moderately 
“severe or severe infections.” 


q What properties of KANTREx led Yow 


to draw this conclusion? 
*Kanamycin sulfate injection (Bristol) Next page, please... 
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Q What properties of KANTREX led Yow to draw this 


conclusion? 


a The following’: (1) KANtTREx Injection is bactericidal, 
not merely bacteriostatic; (2) it is absorbed rapidly 
after intramuscular injection; (3) it has proved suc- 
cessful in many types of staph and gram-negative in- 
fections resistant to other antibiotics; and (4) it is 
well tolerated when used judiciously. 


Q But if I use KANTREX Injection, won’t that help make 


bacteria resistant to it? 


a Numerous investigators have reported that micro-or- 
ganisms do not readily develop resistance to KANTREX 
in a clinical setting; and emergence of resistance to 
KANTREX has not been a practical problem.**°**"* 


Q How does the in vitro activity of KANTREX against 
staph compare with that of other antibiotics? 


a Griffith and Ostrander’ tested 794 strains of staphylo- 
cocci and found that 95.2% were sensitive to KANTREX. 
By contrast, only 15.5% of the same organisms were 
sensitive to penicillin, 33.5% to tetracycline, 52.4% to 
erythromycin, and 71.7% to chloramphenicol. 


Q What about the sensitivity of other pathogens to 
KANTREX? 


a Leming” recently summarized the in vitro activity of 
KANTREX against 4493 strains of various organisms 
isolated from hospital patients over a 7-month period. 
He reported that the following percentages of these 
clinical isolates were sensitive to KANTREX: Proteus 
mirabilis, 98%; Proteus morganii, 94%; Proteus rettgeri, 
89%; Proteus vulgaris, 87%; Paracolobactrum inter- 
medium, 96%; Coli-aerogenes group, 93%; Streptococ- 
cus viridans, 78%; Salmonella and Shigella, 92%. 


Q What do these figures mean clinically? 


aA great deal. As Yow stated in recent reviews of 
KANTREX Injection, it “appears to be one of the 
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most effective anti-staphylococcal antibiotics available 
today.”*’ KANTREX Injection is also effective in the 
treatment of infections caused by “most strains of 
E. coli, Proteus sp., the Klebsiella pneumoniae-Aero- 
bacter aerogenes group, and many strains of Pseudo- 
monas aeruginosa resistant to other antibiotics.”’ In 
another report, KANTREX Injection was placed at the 
head of the list of drugs “with the most chance of suc- 
cess” against A. aerogenes urinary tract infections.” 


Q Have these findings about KANTREX therapy been sub- 
stantiated by other investigators? 


& Yes, indeed. Finegold,” who reviewed the clinical find- 


ings of 64 investigators, reported that infections which 
“usually responded” to KANTREX included: staph in- 
fections (including staph enteritis), E. coli infections 
(including EF. coli gastroenteritis), atypical acid-fast 
bacillus infections, Aerobacter-Klebsiella infections, 
paracolon infections, Alcaligenes infections, Shigella 
dysentery, Salmonella enteritis, anthrax, amebiasis, 
and E. histolytica carrier state. Among the infections 
that “sometimes responded” were listed: pneumococ- 
cal infections, group A beta-hemolytic streptococcic 
infections, Proteus infections, gonorrhea, and para- 
typhoid fever. 


Q That’s an impressive list. What didn’t respond? 


a According to Finegold’s tabulation, treatment failures 
were “usually” encountered in brucellosis, Pseudo- 
monas infections, typhoid fever, mycotic infections 
and anaerobic infections.” 


Q How long do I have to give KANTREX Injection before 
I know whether it works or not? 


A Generally 2 or 3 days or less. Usually the effectiveness 
of KANTREX Injection can be determined in 24 to 36 
hours. Rutenburg et al. reported that “the rapidity 
with which bacteria are killed by this agent is reflected 
by the promptness of the clinical response.” * 
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Q How long should I continue to administer KANTREX? 


A If definite clinical response does not occur within 5 


days, KANTREX therapy should be stopped and the anti- 
biotic sensitivity of the invading organism rechecked. 


Q What is the hazard of a patient developing hearing loss 


a 


during KANTREX therapy? 


In well hydrated patients with normal kidney function 
receiving KANTREX at the recommended dosage sched- 
ule, the hazard of ototoxic reactions is negligible. In 
patients with impaired kidney function, the risk of 
ototoxic reactions is sharply increased, and in such 
cases the dosage should be reduced. Finegold has 
stated: “Toxicity inherent in the drug can be avoided 
or minimized with careful management.”” 


Why should renal impairment influence the dosage? 


Because renal impairment delays the excretion of 
KANTREX Injection and causes an excessive accumu- 
lation in blood and tissues. Such excessive concentra- 
tions increase the risk of ototoxicity. Dosage recom- 
mendations emphasize that adequate serum levels can 
be achieved in such patients with a fraction of the dose 
suggested for patients with normal kidney function. 


Have you had any reports of blood dyscrasias? 


None whatever. 


You mean, then, that a physician who uses KANTREX 
Injection judiciously should find it not only effective 


but also well tolerated? 


Effective? Certainly, against almost all staph or 
“sram-negatives,” even though they may be resistant 
to other antibiotics. Well tolerated? Yes, when given 
in recommended dosage. The physician can well agree 
with Yow, that while KANTREX Injection should not 
be used in mild or self-limited infections, “it should 
not be withheld in moderately severe or severe infec- 
tions.”* That, indeed, is the time to give it — first! 


KANTREX CAPSULES 


for local gastrointestinal therapy... 
not for systemic infections 


Q If KANTREX is not absorbed from the G.I. tract, what 


are the capsules used for? 


& Preoperative bowel sterilization, and local treatment 


of intestinal infections due to kanamycin-sensitive 
organisms. 


What types of intestinal infections, for instance? 


Acute and chronic shigellosis,"* acute and chronic sal- 
monellosis,*"* amebiasis,” bacillary dysentery,” 
infantile diarrhea,” gastroenteritis,” and staphylo- 
coccal enterocolitis.’ 


For preoperative bowel sterilization, why should I 
switch from neomycin to KANTREX Capsules? 


Because KANTREX has been rated superior to neomy- 
cin for this purpose.” **” Out of 30 intestinal antisep- 
tics studied, KANTREX was designated “the only single 
agent classified as a preferred drug.”” KANTREX “con- 
sistently eliminated all aerobic bacteria within 72 
hours (and often within 24 to 36 hours) if a purga- 
tive was given with the first dose to expedite passage 
through the gastrointestinal tract.”” 


Is that all the advantage KANTREX has over neomycin 
for preoperative bowel sterilization? 


Not at all, there are several others. Diarrhea, nausea 
and vomiting have not been observed with KANTREX, 
though they occur frequently with neomycin; yeasts 
do not proliferate, in contrast to rapid growth with 
neomycin; and clostridia are well controlled with 
KANTREX, and not controlled with neomycin.”*” 
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NVE ECT! KANAMYCIN: SULFATE INJECTION 
INDICATIONS 
Infections due to kanamycin-sensitive organisms, particularly staph or “gram-negatives”: gen- 
ito-urinary infections; skin, soft tissue and post-surgical infections; respiratory tract infections; 
septicemia and bacterernia; osteomyelitis and periostitis; staph enteritis and gastroenteritis. 


DOSAGE: INTRAMUSCULAR ROUTE 
Usual daily dose is 15.mg. per. kg. of body weight, in 2 to 4 divided doses. (See detailed recom- 
mendations in insert accompanying each package.) 


TOXICITY 

When dosage recommendations are followed, the incidence of toxic reactions to KANTREX is 
low. In well hydrated patients under 45 years of age with normal kidney function, receiving 
a total dose of 20 Gm. or less of Kantrex, the risk of severe ototoxic reactions is negligible. 
In patients with impaired renal function or pre-renal azotemia, the daily dose of KANTREX 
should be reduced to avoid accumulation of the drug in serun and tissues, thus minimizing 
the possibility of ototoxicity. In such patients, if therapy is expected to last 5 days or more, 
audiograms should be obtained prior to and during treatment. Kanrrex therapy should be 
stopped if tinnitus or subjective hearing loss develops, or if audiograms show significant loss 
of high frequency response. 


OTHER ROUTES OF ADMINISTRATION 

KANTREX should be used by intravenous infusion only when the intramuscular route is im- 
practicable. KANTREX can also be employed for intraperitoneal use, aerosol treatment, and as 
an irrigating solution. See package insert for directions. 


PRECAUTIONS 
Use of antibiotics may occasionally result in overgrowth of non-sensitive organisms. If super- 
taken. 


infection appears during therapy, appropriate measures should be 


SUPPLY 
Available in rubber-capped vials as a ready-to-use sterile aqueous solution in two concenitra- 
tions (stable at room temperature indefinitely) : 

KANTREX Injection, 0.5 Gm. kanamycin (as sulfate) in 2 mi. volume. 

KANTREX Injection, 1.0 Gm. kanamycin (as sulfate) in 3 mi. volume. 


INDICATIONS AND DOSAGE 
For preoperative bowel sterilization: 1.0 Gm. (2 capsules) every hour for 4 hours, followed by 
1.0 Gm. (2 capsules) every 6 hours for 36 to 72 hours. 


For intestinal infections: Adults: 3.0 to 4.0 Gm. (6 to 8 capsules) per day in divided doses for 
5 to 7 days. Infants and children: 50 mg. per kg. per day in 4 to 6 divided doses for 5 to 7 days. 


PRECAUTION 

Preoperative use of KANTREX Capsules is contraindicated in the presence of intestinal obstruc- 
tion. Although only negligible amounts of KANTREX are absorbed through intact intestinal 
mucosa, the possibility of increased absorption from ulcerated or denuded areas should be 
considered. 


(for local gastrointestinal therapy; not ior systemic medication) 


SUPPLY 

KantTrex Capsules, 0.5 Gm. kanamycin (as sulfate), bottles of 20 and 100. 

REFERENCES: 

1. Yow, E. M.: Antibiotic Therapy for Staphylococcal Diseases, H. Welch and M. Finland, eds., Medical Encyclopedia, 
New York, 1959, p. 167. 2. Yow, E. M.: Practitioner 182:759, is, 3. Mageg te F. G.: Ann. N. Y. Acad, Sci. 76: 129, 
1958. 4. Finegold, S. M., et al.: Ibid. 962319; 1958, 5. Finegold, et al.: Annual 1958-9, p. 606. 
6. Greey, P. H., and Wightman, K. J. R.: Annals N. Y¥. Acad. Sci, Lmao 1958. 7 . Huang, A. A., Sarria, A., and 


High, R. H.: Antibiotics Annual 1958-9, p. 687. 8. Yow, E. M., and Monzon, O. T.: Annals N. Y. Acad. Sci. 76:372, 
1958. 9. Griffith, L. J., and Ostrander, W. E.: Ant. & Cheme, 9:416, 1969, 10. B. H., Personal commu- 
nication. 11. Lattimer, J. K., et al.: J.A.M.A, 170:938, 1959. 12. Finegold) 3, M.: A.M.A. Arch. Int. Med. 104:15, 
1959. 13. Rutenberg, A. M., et al.: Amn. N. ¥. Acad. Sci. 76:348, 1968. 14. Thurman, W. G., and Piatou, R. Vi: 
Ibid. 76:230, 1958. 15. Yow, E. M., and Monzon, 0, T.: Antibiotics Annual 1958-9, p. 736, 16. Thurman, > G., and 
Plateu, R. V.: Antibiotics Annual 1958-9, p. 806. 17, Ruiz Sanchez, F., et al.: ibid., p. 726. 18. Fujii, R et al: 
World-wide Abet. Gen. Med. 2:28, 1959. 19. High, R. H., Sarria, = and Huang, N. N.: Ann. N.Y. Acad. Sci. 
76:289, 1958. 20. Cohn, L., Jr.: Ibid. Cohn, Jr., and Longacre, A. B.: Antibiotics 1968-9, 
p. 761, 22. Jr., and Longacre, A, B,: . & 108:100, 1959, 
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NEW EVIDENCE SUGGESTS ANOTHER REASON FOR PRESCRIBING T 


The impression that TAO is an unusually active antibiotic 
has steadily gained recognition by impressive clinical per- 
formance. Now come reports of in vive and in vitro biological 
and biochemical evaluations that show TAO to be indeed 
unique.":? 
TAO differs from other antibiotics in that it is metabolized to 
multiple active compounds which remain active throughout 
their presence in the body. These 7 derivatives (in addition 
to TAO) show activity against common Gram-positive patho- 
gens, including resistant strains of Staph. aureus. 
In light of these findings, take another look at TAO perform- 
ance: « 92% success in published cases of Gram-positive 
respiratory, skin, soft tissue and genitourinary infection 
¢ Effective against 78% of 64 “antibiotic-resistant” epi- 
demic staphylococci. (In the same study, chloramphenicol 
was active against 52%; erythromycin against only 25%)? 
e No side effects in 94%; infrequent reactions mild and 
easily reversed » Quickly absorbed + Highly palatable. 
Sound reasons to: Start with TAO to end 9 out of 10 common 
Gram-positive infections. 

ied: TAO Capsules —250 mg., and 125 mg., bottles of 60. 
TAO for Oral sion —125 mg. per tsp. (5 cc.) when re- 
constituted; unusually palatable cherry flavor; 60 cc. bottle. 
Prescription only. 
Other TAO forms available: TAO Pediatric Drops: flavorful, easy 
to administer. TAQ®-AC: TAO analgesic, antihistaminic com- 


inis 
pound. TAOMID®: TAO with triple sulfas. intramuscular or Intra 
venous: in clinical emergencies. Prescription only. 


1, English, A. R., and McBride, T: J.: Proc. Soc. Exper. Biol. & 
Med. 100:880 (Apr.) 1959. 2. Celmer, W. D.: Antibiotics Annual 
1958-1959, New York, Medical Encyclopedia, Inc., 1959, p. 277. 
3. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
8:420 (Aug.) 1958. 


(triacetyloleandomycin) 


infections Capsules/Oral Suspension 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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reaches 
all nasal and paranasal 
membranes 


systemically’ 


Pharmacologically balanced formula 
for prompt symptomatic relief 


* in nasal and paranasal congestion 
* in sinusitis and postnasal drip 


* in allergic reactions of the 
upper respiratory tract 


Triaminic*® is safer and more 
effective than topical medication 


‘ transported systemically to ‘Each Triaminic timed-release Tablet provides: 


Phenylpropanolamine HCl.................... 50 mg. 
all respiratory membranes Pheniramine maleate............+.0+:000000+: 25 mg. 


* provides longer-lasting relief 
b Dosage: 1 tablet in the morning, midafternoon and at 
* presents no problem of bedtime. In postnasal drip, 1 tablet at bedtime is usu- 


rebound congestion ally sufficient. 


* avoids “nose drop addiction” Each timed-release Triaminic Juvelet® provides: % the 
formulation of the Triaminic Tablet. 


Dosage: 1 Juvelet in the morning, midafternoon and 
at bedtime. 
Relief is prompt and pr olonged because Each tsp. (5 ml.) of Triaminic Syrup provides: % the 
aa of this special timed-release action: formulation of the Triaminic Tablet. 
ae Dosage (to be administered every 3 or 4 hours): 
Adults —1 or 2 tsp.; Children 6 to 12 —1 tsp.; Chil- 
dren 1 to 6 — % tsp.; Children under 1 — % tsp. 


minutes to 
f reli 

3 to 4 hours of relie 1. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 1958. 

2. Lhotka, F. M.: Illinois M. J.: 112:259 (Dec.) 1957. 


then — the core 
3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 


disintegrates to give 3 to 
4 more hours of relief 


the leading oral nasal decongestant... 


timed-release tablets and juvelets 


also non-alcoholic, fruit-flavored syrup 


SMITH-DORSEY - a division of The Wander Company « Lincoln, Nebraska 
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proven successful’ in. 
almost every 
case of 


Used in the bath SARDO releases 
millions of microfine water-dispersible 
globules* to provide a soothing, softening 
suspension which enhances your other 
therapy. SARDO baths... 


1 rehydrate the dry, itchy, scaly skin. 
2 add comfort to the therapeutic care 


3 act to measurably increase natural 
emollient skin oil 


4 minimize loss of natural oil and 
excessive moisture with a fine 
non-occlusive film 


Patients will appreciate pleasant, 
convenient, easy to use, pine-scented 
SARDO. Non-sensitizing. Most economical. 
Bottles of 4, 8 and 16 oz. 


a . 1. Spoor, H. J.: N. Y. State J. Med. Oct. 15, 1958 


75 East 55th Street 


Sardeau, Inc. New york 


in the bath 


for atopic dermatitis 
eczematoid dermatitis 
senile pruritus 
contact dermatitis 
soap dermatitis 


Comples and literature 


yours for the asking. 


©1959 *Patent Pending, T.M 
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whenever there is inflammation, 
swelling, pain 


“STREP LEDERLE 


| Tablets 


conditions for a 
fast comeback... 


5 days of classic therapy after 48 hours of VARIDASE 


as in cellulitis* 


Until VaripasE stemmed infection, 
inflammation, swelling and pain, neither 
medication nor incision and drainage 
had affected the increasing cellulitis. 


Varipase mobilizes the natural healing 
process, by accelerating fibrinolysis, to 
condition the patient for successful primary 
therapy. Increases the penetrability of the 
fibrin wall, for easy access by antibodies 

and drugs... without destroying limiting 
membrane ...and limits infiltration. 
Prescribe VaripAsE Buccal Tablets routinely 
in infection or injury. 


*Innerfield, I.: Clinical report cited with permission. 


Varipase BuccaL Tablets contain: 
10,000 Units Streptokinase, 2.500 Units Streptodornase. 


Supplied: Boxes of 24 and 100 tablets 


Gee) 


LEDERLE LABORATORIES, 
A Division of American Cyanamid Company, Pearl River, N. Y. 
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001187 LETS. ABBOTT 


Available in tiny, easy-to-swallow Filmtabs* and in tasty, cherry-flav ored Oral Solution.§ sort 4 
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Poliomyelitis -Diphtheria-Pertussis-Tetanus 


PEDI-ANTICS 
TSK 
THERE'S OH 
ABOUT ? ANYTHING YES? OWARDS, 
THE WE HATE, TETRAVAX 
DOCTOR ITS WOULDN'T 
USES SNIVELING HAVE BEEN 
TETRAVAX / COWARDS / INVENTED... 
DIPHTHERIA AND TETANUS TOXOIDS WITH ND POLIOMYEI 


now you can immunize against more diseases...with fewer injections 


Dose: 1 cc. 

Supplied: 9 cc. vials in clear plastic cartons. Pack- 
age circular and material in vial can be examined 
without damaging carton. Expiration date is 
on vial for checking even if carton is discarded. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa, 


TETRAVAX IS A TRADEMARK OF MERCK & CO,, INC, 


MERCK SHARP & DOHME, pivision oF MERCK & CO., Inc, PHILADELPHIA 1, PA. 
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SuLTUSSIN’ 


TABLETS (new!) and LIQUID 


"power to — choice of antibiotic to. 


faster and more 


, avert the dangers of rheumatic ‘eal 
otitis media and other complications” 


-SULTUSSIN simultaneously affords maxim 
_ sneezing, stuffed or runny nose, cough, wheezing, malai 
slight fever, and other distressing symptoms ¢ 
Innew = common cold, coughs, influenza, etc. — 
raspberry 
flavored antibacterial chemoprophylaxis 


leasant antiallergic @ bronchodilator @ antispasmoc 


nce Sulfamethazine 
and pint bottles. Maleate 
nyltoloxamine 
Ephedrine Sulfate 


TILDEN ‘COMPANY 


Oldest Manufacturing Pharmaceutical . 


| added measure 
of prot in your 
4 
J 
; 
= 
a 
lasung 
form. Each tablet Each teaspoonful 
provides: (Scc.) provides; ; 
0.083Gm. 0.166Gm. 
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ENGRAN 


TERM-PAK 


Just one prescription for Kngran Term-Pak 


SQUIBB VITAMIN “MINERAL SUPPLEMENT (270 tablets) 


calling for just one tablet per day will carry her 
through term to the six-week postpartum check- 
up. Thus, you help to assure a nutritionally perfect 
pregnancy, while providing the convenience and 


Engran is also available 


economy of the re-usable Term-Pak. inbottiesof 100 tablets 


Squibb Quality—The Priceless Ingredient 


enaran’® ano anc SQUIBE TRADEMARKS 


. 
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SQUIBB 


FERROUS FUMARATE, 5 GRS. 


ONE DAILY 


4 Maximum assimilation 
No irritation 


Each 1-IRON sustained release capsule con- 
tains about 600 small ‘‘doses’’. Released 
gradually (over a period of about 600 min- 
utes) to assure maximum iron absorption 
without gastrointestinal upset. Effective in 
the treatment of secondary, hypochromic, 
microcytic, pregnancy and nutritional anemia. 


DOSAGE: 1 capsule daily. Provides 
over 10 times the adult MDR. 


PDR SUPPLY: 1-IRON is available in 
bottles of 100, 1,000. 


MAIL THIS HANDY REQUEST CARD FOR 
SAMPLES AND LITERATURE 

Please send literature and professional samples as 
indicated. 

[] I-IRON, the new improved hematinic 

[] NOVA-TUSSA For Coughs and Colds 


DRUG 


| 

Specialties | 

| 
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WINSTON-SALEM 1, N. C. 
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FAST 
PLEASANT 


WORKS BETTER! TASTES BEST! 


ANTITUSSIVE 
EXPECTORANT 
DECONGESTANT 
ANTIHISTAMINIC 


NOVA-TUSSA promptly checks coughs due 
to colds, bronchitis, allergies and other 
symptoms of upper respiratory infection. 


Each fl. oz. (30 cc) contains: dihydrocodeinone bitar- 
trate 10 mg. (Warning. May be habit forming.), phen- 
iramine maleate 30 mg., pyrilamine maleate 30 mg., 
phenylephrine hydrochloride 30 mg., potassium 
guaiacolsulfonate 500 mg. Exempt Narcotic. Easy to 
take delicious cherry flavor. 


Doses: Adults, 2 teaspoonfuls every 4-6 hours. 
Children over six 1 teaspoonful; 1-6 years 
¥2 to 1 teaspoonful according to age. Do not 
repeat more than 4 times in 24 hrs. 


Supply: NOVA-TUSSA in bottles of 1 pint and 1 gallon. 


No 
Postage Stamp 


Necessary 
If Mailed in the 
United States 


MAIL. CARD FOR PROFESSIONAL 
SAMPLES AND LITERATURE. 


BUSINESS REPLY CARD 


FIRST CLASS PERMIT No. 290, Sec. 34.9, P. L. & R. 
WINSTON-SALEM, N. C. 


Drug Specialties, Inc. 
P. O. BOX 830 
WINSTON-SALEM, N. C. 


WINSTON-SALEM 1, N.C. 


“Dedicated To Serving The Southern Physician’’ 


| 
| 
| 
| 
| 
| 
| 
| 
I 
| 
| 


4 
1 
| 
and Other Cold Symptoms 
5 4 
D ey 
i 
Ideally suited for patients of all ages. oo 
— 
Postage 
Will be Paid ee 
: 
° 


February, 1960 ADVERTISEMENTS 


new concept 
for chronic constipation...~ 


and especially that associated 
with the irritable bowel syndrome 


TRABLETS* 
safe, gentle transition 
to normal bowel function 


Decuory1 provides gentle stimulation of the bowel and helps restore normal con- 
sistency of the intestinal contents to gradually re-establish normal bowel function 
in your chronically constipated patients. 

THE RATIONALE of Decnoryt is based on an effective combination of 
therapeutic agents: 

DECHOLIN®, dehydrocholic acid, AMES, (200 mg.), the most potent hydro- 
choleretic available, is a chemically pure bile acid and has been used effectively 
in the treatment of biliary tract disorders for many years. It produces an increased 
flow of thin bile which helps to lower surface tension of intestinal fluids, promotes 
emulsification and absorption of fats and mildly stimulates intestinal peristalsis. 
Desoxycholic Acid (50 mg.), a choleretic, also is a chemically pure bile acid and 
stimulates an increased flow of bile, lowers surface tension and stimulates peristal- 
sis. By emulsifying fat globules, desoxycholic acid aids the digestive action of the 
fat-splitting enzyme, lipase. DECHOLIN and desoxycholic acid thus favorably influ- 
ence the constitution and the movement of the intestinal contents. 

Dioctyl Sodium Sulfosuccinate (50 mg.) is a wetting agent which lowers sur- 
face tension and aids the penetration of intestinal fluids into the fecal mass, provid- 
ing a moist stool of normal consistency. 

EFFECTIVE: Bile influences the constitution as well as the movement of the 
intestinal contents. The ingredients of major importance are DECHOLIN and desoxy- 
cholic acid which increase the flow of bile, lower surface tension, promote emul- 
sification and absorption of fats and mildly stimulate intestinal peristalsis. With 
dioctyl sodium sulfosuccinate, a good therapeutic effect can be obtained without 
the danger of toxicity or decreasing effectiveness even when used regularly. 

SAFE: Clinical evidence indicates that the constituents of DECHOTYL cause no 
systemic sensitivity, drug accumulation, habituation or interference with nutrition. 
Orally, in therapeutic amounts, DECHOTYL is without significant toxic effect. The 
only side effect following oral administration is diarrhea if the dosage is excessive. 


Dosage: Average adult dose—Two TRaBLETS* at bedtime. Some individuals initially AMES 


may require 1 to 2 TRABLETs three or four times daily. Contraindications: Biliary tract ceniadieine 
Elkhort Indiana 


obstruction; acute hepatitis. 
Available: Tras.ets,* coated, yellow, trapezoid-shaped; bottles of 100. “ 


*t.m. for AMEs trapezoid-shaped tablet. 
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im the “COM MON COLD” 


when self-medication has delayed 
medical attention... 


...and has risked 
upper respiratory 
complications 


COSA-TETRACYDIN 


Cosa-Tetracyn® — analgesic — antihistamine compound 


act quickly to 
control secondary infection 
alleviate cold symptoms 
each capsule contains: 


average adult dose: 2 capsules q. i. d. 
GBD Science for the world’s well-being PFIZER LABORATORIES, Division,Chas. Pfizer & Co.,Inc., Brooklyn 6, N.Y. 
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COMPOUND 


COLD TABLETS: 


, 150 mg. — modern 
PROTECTION pasa Allergic Symptoms 
; —Thenfadil* HCI, 7.5 mg. — effective ar 
PROTECTION from Lassitude, Depression 


3 DOSAGE: Adults~2 tablets three times daity,: 


Children from 6 to 12 yeats= , 
1 tablet three timés daily: : 


Bottles of 20 tablets. 
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for more normal living 
in angina pectoris 


Brand of Pentaerythritoil Tetranitrate, 30 mg. Antora- 


with 50 mg. Secobarbital 


Reduces incidence and 
Severity of attacks 


Continuous release Antora cap- 


sules give long, sustained therapeutic 


Effects sedation 
without mental or 
a Physical slow down 


effect that reduces the number and 


severity of attacks, lowers nitro-glyc- 
erin requirements. 

With reduced fear of attack your pa- 
tient is encouraged to participate in 


activities to his allowed capacity. s © A low dosage of 


Secobarbital is grad- 
ually released with 


Antora over a 10-12- 


hour period to reduce 


Prescribe 


ANTORA or ANTORA-B 


ewe the anxiety complex. 


Antora-B also minimizes 


One continuous release capsule 
@ insomnia due to pain 
before breakfast and one before 7 


the evening meal provides 24- and shortness of 


hour prophylactic effect. breath on effort. 


Available in bottles of 6O and 
capsules. 


PHARMACEUTICALS Greensboro, North Carolina 
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Effective relief in rheumatic disorders 


prednisone-phenylbutazone Geigy 


with less risk of disturbing hormonal balance 


In the treatment of the rheumatic disorders 
new Sterazoiidin provides a method of limit- 
ing the gravest danger inherent in steroid 
therapy... hypercortisonism arising from 
excessive dosage. 


Repeatedly it has been shown that the addi- 
tion of low dosage of Butazolidin sharply 
reduces hormone requirement.'* Sterazolidin 
is a combination of prednisone (1.25 mg.) and 
Butazolidin (50 mg.) which provides, in the 
majority of cases, consistent relief at a stable 
uniform maintenance dosage significantly 
below the level at which serious hormonal 
imbalance is likely to occur. 


Sterazolidin® (prednisone-phenylbutazone 
Geigy). Each capsule contains prednisone 
1.25 mg.; phenylbutazone 50 mg.; dried 
aluminum hydroxide ge! 100 mg.; magnesium 
trisilicate 150 mg. and homatropine methyl- 
bromide 1.25 mg. 


1. Kuzell, W. C., and others.: Arch. Int. Med. 
92:646, 1953. 2. Wolfson, W. Q.: J. Michigan 
M. Soc. 54:323, 1955. 3. Strandberg, B.: Brit. 
J. Phys. Med. 19:9, 1956. 4. Platt, W. D., Jr., 
and Steinberg, |. H.: New England J. Med. 
256:823 (May 2) 1957. 


Geigy, Ardsley, New York 
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Tetracycline Phosphate Complex (TETREX® ) 


U.S. PAT. NO. 2,791,609 


in the Therapy of PNEUMONIA 


Preferably, antibiotic therapy should be based 
on pretreatment culture of the offending patho- 
gen, but in bacterial pneumonia the problem may 
well be too pressing to permit the required delay 
of 24 to 48 hours. A differential diagnosis among 
bacterial pneumonias, based on such clinical 
grounds as speed of onset, sepsis and pain may 
guide the choice of antibiotic for initiation of 
therapy. 

Should clinical judgment dictate that antibi- 
otic therapy be started immediately, at the same 
time a sputum sample or a subglottic swab can be 
sent to the laboratory for culture and sensitivity 
studies. If the response to the first antimicrobial 
agent proves unsatisfactory, a reasonable basis 
for changing therapy will then be at hand. 


Choosing the Antibiotic 


Since therapy must be started at once for bac- 
terial pneumonia, it is advisable to choose a 
broad-spectrum antibiotic that quickly produces 
high levels of active agent (e.g., tetracycline 
phosphate complex. TETREX). Such an antibiotic 
probably has the best chance of controlling the 
pathogen, whether it be gram-negative or gram- 
positive. And if the laboratory report shows that 
the invading organism is much less sensitive to 
tetracycline than to other agents, the patient can 
then be changed to an appropriate antibiotic. If 
the difference in sensitivity is slight, then the 
possibility of side effects, sensitization, and tox- 
icity should be evaluated before changing therapy 
to another antibiotic. 

The greatest number of bacterial pneumonias 
are caused by pneumococci, which respond very 
well to penicillin, tetracycline, and chloram- 
phenicol. Also, these antibiotics are usually 
effective against the other gram-positive coccal 
pneumonias. But penicillin is ineffective against 
the viral pneumonias and the gram-negative 
Hemophilus influenzae and Klebsiella pneu- 
moniae. Although K. pneumoniae causes only 
about 1 to 2 per cent of pneumonia cases on the 
average,! these are apt to be acute and fulmi- 
nating (Friedlander’s pneumonia), with a high 
mortality rate if not effectively treated. Since 
pneumococcal pneumonia may be difficult to 
distinguish clinically from Friedlander’s, except 
by gram-stained sputum smear, it may be wiser 
to start treatment with an agent also effective 
against Klebsiella. 

Penicillin, however, in addition to having a 
limited spectrum, also causes many minor and 
some serious sensitivity reactions. In a recent 
survey” it was found that penicillin produced 


severe skin reaction. But most important was the 
observation that anaphylactic shock, with a 
fatality rate of about 9 per cent, was the most 
frequent serious reaction. Such severe reactions 
are almost always associated with parenteral 
administration. 

Tetracycline is also clinically effective in pri- 
mary atypical pneumonia.* 

The tetracyclines (e.g., TETREX) have the 
advantage of a broad range of antimicrobial 
activity and low toxicity. And in addition, the 
physician does not have to trouble himself or his 
patients with repeated blood studies when he 
prescribes TETREX. Minor reactions such as gas- 
tric upsets or mild skin rashes occur occasionally. 
The most serious side effects are staphylococcal 
and monilial overgrowth, but these are rare and 
can be adequately controlled. 

No one would deny that appropriate antibiotic 
therapy has greatly reduced morbidity and saved 
many lives of patients with bacterial pneumonia. 
Nevertheless, general supportive measures in the 
care of patients remain important even today. 
Especially in the desperately ill patient, antibi- 
otics are not considered as substitutes for the 
individual evaluation, clinical observation and 
judgment of the physician. 


Some Micro-organisms Susceptible* to 
Tetracycline TETREX)” 


Streptococcus; Staphylococcus; Pneumococ- 
cus; Gonococcus; Meningococcus; C. diph- 
theriae; B. anthracis; E. coli; Proteus; A. 
aerogenes; Ps. aeruginosa; K. pneumoniae; 
Shigella; Brucella: P. tularensis; H. influ- 
enzae; T. pallidum; Rickettsiae; Viruses of 
psittacosis and ornithosis, lymphogranuloma 
inguinale, primary atypical pneumonia; E. 
histolytica; D. granulomatosis. 


a Some strains are not susceptible. 
b Table adapted from Goodman, L. S., and Gilman, A.: 
The Pharmaceutical Basis of Therapeutics. 2nd edition, | 


New York, The Macmillan Co., 1956, pp. 1322-1323. 


References: 1. Wood, W. E., Jr.: In: A Textbook of Medicine. 
Edited by Cecil, R. L., and Loeb, R. F., 9th edition, Philadelphia, 
W. B. Saunders Co., 1955, p. 145. 2. Welch, H.; Lewis, C. H.; 


Weinstein, H. 1., and Boeckman, B. B.: Severe reactions to anti- 
biotics. A nationwide survey. Antibiotic Med. & Clin. Ther. 4:800 
(Dec.) 1957. 3. Keefer, C. S.: The choice of an anti-infective 


agent. In: Drugs of Choice, 1958-1959. Edited by Walter Modell, 
St. Louis, The C. V. Mosby Co., 1958, p. 135. 


BRISTOL LABORATORIES INC., SYRACUSE, NEW YORK 
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Major Hospital Policy 


Pays up to $10,000.00 for each member of your family, 
subject to deductible you choose 


Deductible Plans available: 
$100.00 
$300.00 
$500.00 


Business Expense Policy 


Covers your office overhead while you 
are disabled, up to $1,000.00 per month 


approved by 


The Medical Society of North Carolina 
for Its Members 


Write or Call 
for information 


Ralph J. Golden Insurance Agency 


Ralph J. Golden Associates Henry Maclin, IV 
Harry L. Smith John Carson 


108 East Northwood Street 
Across Street from Cone Hospital 


GREENSBORO, N. C. 
Phones: BRoadway 5-3400 BRoadway 5-5035 
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a 
logical 


combination 


Compliments of 


Wachtel’s, Inc. 


appetite suppression 


S U R G I & A L meprobamate plus d-amphetamine 


S U P P L I E S ... Suppresses appetite ... elevates mood 


... reduces tension ... without insomnia, 
overstimulation, or barbiturate hangover. 


ASHEVILLE, North Carolina Gu) 
P. O. Box 1716 Telephone 3-7616—3-7617 LEDERLE LABORATORIES 


A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


BRAWNER’S SANITARIUM 


(Established 1910) 
2932 South Atlanta Road, Smyrna, Georgia 


FOR THE TREATMENT OF PSYCHIATRIC ILLNESSES 
AND PROBLEMS OF ADDICTION 


MODERN FACILITIES 


Approved by Central Inspection Board of American Psychiatric Association 
and the Joint Committee on Accreditation 


JAS. N. BRAWNER, JR., M.D. ALBERT F. BRAWNER, M.D. 
Medical Director Associate Director 


Phone HEmlock 5-4486 


: 
= 


the diagnosis: any of several nonspecific and functional 
gastrointestinal disorders requiring relief of symptoms 
by sedative-antispasmodic action with concomitant 
digestive enzyme therapy. 


the prescription: a new formulation incorporated in 
an enteric-coated tablet, providing the multiple actions 
of widely accepted Donnata!® and Entozyme.® 


the dosage: two tablets three times a day, or as in- 
dicated. 


in the gastric-soluble outer layer: 
Hyoscyamine sulfate... . 
Atropine sulfate 

Hyoscine hydrobromide... . 
Phenobarbital (14 gr.) 

Pepsin, N. F 


in the enteric-coated core: 
Pancreatin, N. F 
Bile salts 


antispasmodic sedative digestant 


A. H. ROBINS COMPANY, INCORPORATED + RICHMOND 20, VIRGINIA 


....... 0.0518 mg. 
.......0,0097 mg. 
.......0.0033 mg. 
mg. 


more 
effective 
than 
salicylate 
alone in 
antirheumatic 
therapy 


BINING MUTUALLY NON-STEROID ANTIRHEUMATICS 


‘superior to aspirin” —‘. . . evidence seems to indicate that 
concurrent administration of para-aminobenzoic and sali- 
ic acid [as in Pabalate] produces a more uniformly sus-. 

d level for prolonged analgesia and, therefore, is superior 
aspirin in the of chronic rheumatic disorders." 


assium salicylate (5 a an 0. 3 Gm. 
assium 


| 
; inchard, K.: Journal-Lancet. 78:185, | 
INC., Richmond 20, Virg | { 
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immortals of chinese mythology: 


Han Hsiang-tzu 
This nature-loving physician achieved immortality 
by falling out of a tree 


TODAY.. 


this trail-blazing steroid is achieving lasting recog- 


nition by its unsurpassed record of accomplishment 


METICORTEN 


METICORTEN,® brand of prednisone, 5 mg. tablets. 
SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


You will soon receive in your mail a handmade, full- 
color, three-dimensional figure of this Chinese Immortal, 


mounted and suitable for framing. 
5.3400 Schering 


Posture IS A PLUS 


YOU CAN GET FROM SLEEPING... 
THAT’S WHY IT’S WISE TO SLEEP ON A 


POSTUREPEDIC 


Uniformly firm, 
Sealy Posturepedic 
keeps the spine 
level. Healthfully 
comfortable, it per- 
mits proper relaxa- 
tion of musculatory 
system and limbs. 
Exclusive “‘live-ac- 
tion”’ coils support 
curved, fleshy con- 
tours of the body, 
assuring relaxing 
rest that you know 
is basic to good 


A Saggi Look, Feel 
health ... and good 
posture. Cause This! Posturepedic 


PROFESSIONAL So that you as a physician can 
DISCOUNT judge the distinctive features of the 


Or Sealy Posturepedic mattress for 
$9900 yourself before you recommend it 
to your patients, Sealy offers a spe- 

Limit of one full or A : 
two twin size sets 


cial Doctor’s Discount on this mat- 
tress and foundation, when pur- 
Please check preference chased for your personal use. 


SEALY MATTRESS COMPANY 
666 Lake Shore Drive, Chicago 11, Illinois 


RETAIL PROFESSIONAL 
Posturepedic Mattress each $79.50 gad state} $60.00 
Posturepedic Foundation each $79.50 $60.00 


1 Full size ( ) 1 Twin size ( ) 2 Twin size ( ) 
Enclosed is my check and letterhead. 


Please send my Sealy Posturepedic Set(s) to: 


NAME 


ADDRESS 
“ITY ZONE STATE 
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APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological] illnesses, rest, convalescence, drug 
and alcohol habituation. 

Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete laboratory 
facilities including electroencephalography and X-ray. 

Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an a!l around climate 
for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Wo. RAy GRIFFIN, JR., M.D. MARK A. GRIFFIN, SR., M.D. 
Rosert A. GRIFFIN, M.D. MARK A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 


HIGHLAND HOSPITAL, INC. 


Founded In 1904 
ASHEVILLE, NORTH CAROLINA 


Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment procedures—insulin, electroshock, psy- 
chotherapy, occupational and recreational therapy—for nervous and mental disorders. 


The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western North 
Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic service and therapeutic treatment for selected case desiring non- 
resident care. 


R. CHARMAN CARROLL, M.D. ROBERT L. CRAIG, M.D. JOHN D. PATTON, M.D. 
Medical Director Associate Medical Director Clinical Director 
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for therapy 


of overweight patients 


+ d-amphetamine 
depresses appetite and elevates mood 


+ meprobamate 


eases tensions of dieting 
(yet without overstimulation, insomnia 
or barbiturate hangover ) 


MEPROBAMATE WITH D-AMPHETAMINE SULFATE LEDERLE 


is a logical combination in appetite control 


Each coated tablet (pink) contoins. meprobomote, 400 mg.; d-omphetomine sulfote, $ mg. 
Dosage: One tablet one-half to one hour before each meal. 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


ANNOUNCING 
SCHERINGS 
NEW 


MYOGESIC’ 


CARISOPRODOL 


*MYOGESIC 


May 
% 
1932 
“ 
s 
To = 
% 
“Clans awe 


HORACE COTTON 
President & Exec. Director 


WE SERVE MORE THAN 
200 DOCTORS 


OFFICES 


ASHEVILLE, N. C. JACK C. PETTEE 
Doctors’ Office Bdg. Manager 
TEL: Alpine 3-1483 


SOUTHERN PINES, N. C. J. FORREST JOYNER, JR. 


Box 818 Manager 


TEL: OXford 2-2101 


Affiliated with Black & Skaggs Associates, Inc. 


— analgesic | Schering 


| ES MUSCLE 
SPASM & PAIN 
SPRAINS, STRAINS, 
_ LOW BACK PAINS 
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PEDIATRIC SEMINAR CRUISE 
TO 
BERMUDA — $135 up 
sailing from 
WILMINGTON, N. C. 

May 21-26, 1960 


Whenever 

the diet is faulty, 
the appetite poor, 
or the loss of food 
is excessive 


through vomiting 
or diarrhea— 


aboard the luxury cruise ship 
T. S. ARIADNE 


The ARIADNE is the new ship of the Hamburg- 


M4 3 American Line, devoted exclusively to cruising; 
q en ine & all cabins with private facilities; completely air 


conditioned; modern in every respect, and it is 


MEAT EXTRACT . eet furnished like an exclusive private 


Take your family and friends and enjoy two days 


stimulates the appetite, in Bermuda, with the ship as a hotel, with meals. 
increases the flow of 

digestive juices, Cruise Sponsored by 

provides: supplementary NORTH CAROLINA PEDIATRIC SOCIETY 
amounts of vitamins, minerals 

and soluble proteins, SOUTH CAROLINA PEDIATRIC SOCIETY 
extra-dietary vitamin By, and 


VIRGINIA PEDIATRIC SOCIETY 


protective quantities of 
*, potassium, in a palatable and 


assimilated form. Official Travel Agents 


WORLD TRAVEL SERVICE 


Debilicating 
CAROLINA MOTOR CLUB 
"NR Travel Center of the South & 
FOR IMMEDIATE BOOKINGS CALL, WIRE, 
OR WRITE ANY OF THESE OFFICES: 
tte, N. C. 
Supplied in bottles of 2 or 6 fluidounces. Durham, 'N c. 301 Holloway St. 6906 
Fayetteville, N. C.  806-B Elm St. HU 4-8151 
Dosace is 1 teaspoonful two or three times Hendersonville N. €.132 5th Ave., W. OX 3-6283 
potassium therapy. Rocky Mount, N. C. 372 N. Church St. 2-2224 
Wilmington, N. C. 207-09 N. Second St. RO 3 4669 
Columbia, S. C. 1232 Lourel St. AL 4-5580 
partanburg, '. Main St. - 
VALENTINE Company, Inc. 


RICHMOND 21, VIRGINIA 
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prescription | 
for 


overweight patients 


| meprobamate plus d-amphetamine 


> ; inc | 

Protection Against Loss of Income ... depresses appetite... elevates mood... eases 
from Accident & Sickness as Well as tensions of dieting ... without overstimulation, 
Hospital Expense Benefits for You anu insomnia, or barbiturate hangover. 


All Your Eligible Dependents a 
anorectic-ataractic 


MEPROBAMATE WITH D-AMPHETAMINE SULPATE LEDBALE 


ASSOCIATIONS | 
OMAHA 31, NEBRASKA 
LEDERLE LABORATORIES 
dJandsome Professional Appointment Book sent to ___ A Division of AMERICAN CY ANAMID COMPANY, Pearl River, N.Y. 
you Fl FREE upon request. bs A 
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TUCKER HOSPITAL, INC. 
212 West Franklin Street 
Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neurol- 
ogical patients. 
Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutiona! 
reactions and selective psychotic and alcoholic problems.) 


Dr. JAMES ASA SHIELD Dr. GEORGE 8. FULTZ 


DR. WEIR M. TUCKER Dr. AMELIA G. Woop 


SAINT ALBANS 
PSYCHIATRIC HOSPITAL 
Radford, Virginia 


STAFF 
James P. King, M. D., Director 
Daniel D. Chiles, M. D. William D. Keck, M. D. 
Clinical Director J. William Giesen, M. D. 

James K. Morrow, M. D. Internist (Consultant) 
Clara K. Dickinson, M. D. Edward W. Gamble, II!, M. D. 

Clinical Psychology: Don Phillips 
Thomas C. Camp, Ph. D. Administrator 


Artie L. Sturgeon, Ph. D. 


AFFILIATED CLINICS 


Bluefield Mental Health Center Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va. 207% McCreery St. 
David M. Wayne, M. D. Beckley, W. Va. 
W. E. Wilkinson, M. D. 
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superior AC rejection 


year 
guarantee 


Of course, the Birtcher has and al- only the new 

ways did have: Both 25 and 50mm 

paper speeds; A 2 year guarantee; BIRTCHER Model 300R ELECTROCARDIOGRAPH 

Automatic continuous timing; Auto- 

matic blanking between leads; The has all these features 

fastest, simplest paper loading yet 

conceived; Full width paper; Full One hand operation 

size trace; Linearity of base line at 

any point on the trace; Higher AC FARDLINA SURGICAL SUPPLY COMPANY 

rejection; Accuracy beyond question, “The House of Friendly and Dependable Service” 

and now... 706 TUCKER ST. Tel. TEmple 3-8631 
The new LEVELTEMP® styli Raleigh, North Carolina 


~adjunet— 
to the 


plus 


reduces moo 
of dieting... without overstim 
or barbiturate hangoy 


anore 


4 Divistun 
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SAVIN 
{AMERICAN CY ANAMID COMPANY. Pearl River N.Y 
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significance 
to the | 
physician 


is the symbol Ls 


When he sees it engraved 5 


on a Tablet of Quinidine Sulfate 
Z he has the assurance. that 
the Quinidine Sulfate is produced 
from Cinchona Bark, is alkaloidally 
standardized, and therefore of yf 


unvarying activity and quality. 


When the physician writes “DR” 
te (Davies, Rose) on his prescriptions bee 
Tabléts Quinidine Sulfate, he is 
assured that this “quality” tablet 

is dispensed to his patient. 


Rx Tablets Quinidine Sulfate Natural 
0.2 Gram (or 3 grains) 
Davies, Rose 


Clinical samples sent to physicians on reguest 


Davies, Rose & Company, Limited 
Boston 18, Mass. 


immortals of chinese mythology: 


Ho 


This gentle maiden became an immortal by her 
unique diet of moonbeams and mother-of-pearl 


TODAY... 
this steroid of unsurpassed safety and effectiveness 
holds an enduring place in the medical armamen- 
tarium 


METICORTEN 


METICORTEN,® brand of prednisone, 5 mg. tablets. 
SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
You will soon receive in your mail a handmade, four-color 
three-dimensional figure of this Chinese Immortal, 
mounted and suitable for framing. 


s-3468 e 
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CHOSEN BY MEDICAL 
SOCIETY OF THE STATE OF 
NORTH CAROLINA FOR 
PROFESSIONAL 

LIABILITY INSURANCE 


Head Office 

412 Addison Building 
Charlotte, North Carolina 
EDison 2-1633 


THERE IS A SAINT PAUL AGENT 
| COMMUNITY AS CLOSE AS YOUR PHONE 


SERVICE OFFICE: RALEIGH, NORTH CAROLINA—323 W. MORGAN ST. TEmple 4-7458 
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LI 
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FIRE any _for your complete insurance needs... 
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a | 
HOME OFFICE: west FIFTH ST., ST. PAUL, 


Time 
| after 
time... 


in study 
q after 
study 


Once again, controlled sensitivity studies have demonstrated the effi- 
cacy of CHLOROMYCETIN. In one long-term study,! designed to eliminate 
variable factors in patterns of bacterial resistance, 5,600 consecutive 
cultures of gram-positive organisms were tested over a 16-month period. 
Of the four broad-spectrum antibiotics evaluated, CHLOROMYCETIN 
was consistently superior. 

Reports from the literature?-* have repeatedly confirmed the observa- 
tion that CHLOROMYCETIN is effective against a wide variety of clinically 
important pathogens. The marked susceptibility of gram-negative as 
well as gram-positive organisms to CHLOROMYCETIN suggests this anti- 
biotic as an agent of choice in many infections.’ 

CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, includ. 
ing Kapseals® of 250 mg., in bottles of 16 and 100. 

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias 
have been associated with its administration, it should not be used indiscriminately 
or for minor infections. Furthermore, as with certain other drugs, adequate blood 
studies should be made when the patient requires prolonged or intermittent therapy. 


CHLOROMYCETIN 


PROVES OUTSTANDINGLY EFFECTIVE AGAINST PROBLEM PATHOGENS 


(chloramphenicol, Parke-Davis) 


: 
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IN VITRO SENSITIVITY OF GRAM-POSITIVE COCCI FROM 5,600 CONSECUTIVE 
CULTURES TO CHLOROMYCETIN AND TO THREE OTHER BROAD-SPECTRUM ANTIBIOTICS™ 


CHLOROMYCETIN 


ANTIBIOTICA 


ANTIBIOTIC B 


ANTIBIOTIC C 


REFERENCES: (1) Leming, B. H., Jr., & Flanigan, C., Jr., in Welch, H., & Marti-Ibanez, F: Antibiotics Annual 1958- 
1959, New York, Medical Encyclopedia, Inc., 1959, p. 414. (2) Goslings, W. R. O., & Buchli, K.: Arch. Int. Med. 102:691, 
1958. (3) Suter, L. S., & Ulrich, E. W.: Antibiotics © Chemother. 9:38, 1959. (4) Metzger, W. 1., in Welch, H., & Marti- 
Ibanez, F: Antibiotics Annual 1958-1959, New York, Medical Encyclopedia, Inc., 1959, p. 966. (5) Fischer, H. G.: Deutsche 
med. Wehnschr. 84:257, 1959. (6) Borchardt, K. A: Antibiotics © Chemother. 8:564, 1958. (7) Schneierson, S. S.: J. Mt. 
Sinai Hosp. New York 25:52, 1958. (8) Waisbren, B. A.: Wisconsin M. J. 57:89, 1958. 


*Adapted from Leming & Flanigan.? 
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in overweight 


brand of dextro amphetamine and amobarbital 


SPANSULE’ 


brand of sustained rel 


for the patient who is tense, 


irritable, frustrated by inability 


to stick to diet 


SMITH 
KLINE & 
FRENCH 


...and for the patient who is listless, 
lethargic, depressed by reducing regimens: 


DEXEDRINE® SPANSULE® 


brand of dextro amphetamine brand of sustained release 
sulfate 


t 
| 
sh | 
: 
ease capsules 


i 
— 
a 


